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VA LONG-TERM CARE 


THURSDAY, APRH, 22, 1999 

House of Representatives, 

Subcommittee on Health, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to call, in room 334, Cannon 
House Office Building, at 9:30 a.m., Hon. Cliff Steams, (chairman 
of the subcommittee) presiding. 

Present: Representatives Steams, Bilirakis, Gutierrez, Peterson, 

Mr; Stearns. Good morning. The subcommittee on Health Care 
will come to order. Over the years that I have been in Congress, 
the VA has repeatedly been challenged to articulate plans for ad- 
dressing the long-term care needs of aging veterans. To-date, it has 
failed to meet that challenge. • ^ ^.t. j 

As we approach a new millenniuip, almost 55 years after the end 
of World War II, the need to chart such a course for veterans’ long- 
term care could not be more pressing. When asked several yews 
ago about his plans for meeting that challenge. Dr. Kizer told this 
committee he would create a Blue Ribbon Advisory Committee to 

^T^day we have that committee’s recommendations ^4 we look 
forward to the testimony of its distinguished chainndli. Last Jto- 
vember. Dr. Kizer testified that those recommendations were to be 
woven into “a comprehensive long-term care strategy”. Judging 
from VA’s testimony however, the Department has yet to adopt 

The Advisory Committee on the Future of VA Long-Term_Care 
did not go as far as some would like. Its charge for example, con- 
strained it to provide advice for an era of no-gfowth budgets. Even 
under that constraint, however, the advisory comnaittee gives us a 
framework to identify and address VA’s most pressing priorities. 

For one, it highlights glaring, regional disparities in access to 
long-term care. Consider the fact that in both upstate New York 
and the network serving Chicago, for example, VA provides long- 
term care services to about one-third of Category A veterans in 
need, iwhile in florida it meets only 13 percent of that need. 

^^Ihe report also highlights the fact that some network directors 
have simply closed costly, long-term care programs. It highlights 
how much more can be done even under constrained budgets, and 
it hijghlights areas in which the Congress can foster needed 
changes. 


( 1 ) 
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As that report points out, long-term care is a major strength and 
a crucial part of the VA health care system. Just 2 days ago I vis- 
ited the Washington, DC, VA Medical Center and its Nursing 
Home Unit and discussed with staff many of the issues we will 
hear about today. 

I hope that in the t^eefe ahead our subap|nmittee can move legis- 
lation to improve vetmrahs’ access to long-term care services. I hope 
that legislation will reverse the troubling decline in VA’s long-term 
care programming, and I think it is critical that we make it clear 
for example, that long-term care is n(^ a . discretionary mission and 
that long-term care programs must expand, not shrink. 

Any legislation must recognize that one of the strengths of VA’s 
long-term care program is that it covers a broad spectrum that in- 
cludes home-based services, community-based care, and State-run 
programs. State veterans’ homes are valued partners in serving 
aging veterans and I hope to develop legislation to make more equi- 
table the criteria for awarding federal grants for needed State 
Home construction and renovation. 

This morning we look forward to hearing testimony on the Advi- 
sory Committee’s report, VA Long-Term Care at the Crossroads, as 
well as testimony on the State Home Program and contractor-pro- 
vided services. T^s hearing will not en4,.our focus on long-term 
care and we hope to hear from veterans’ prganii^ations at a follow- 
up hearing next, month. 

I thank again. Dr. Kizer and oiur other witnesses for their partici- 
pation. Many have come some distance to be with us today. But be- 
fore going mrther I would like to call on my good friend, Luis 
Gutierrez, the ranking member, for an opportimity to make an 
opening statement. 

Mr. Gutierrez. Mr. Chairman, I would like my complete opening 
statement inserted into the record if there are no objections. 

Mr. Stearns. So ordered. 

& prep^ed statement of Congressman Gutierrez appears on 
p. 36.] . 

Mr. Gutierrez. And I think we can proceed with the testimony 
of our witaepses. 

Mr. Stearns. All right. Dr. Kizer, the floor is yours. 

STATEMENT OF KEN^TH W. KIZBR, UNDER SECRETARY FOR 

REi^Tli, DEPARTMENT OF VETERANS AFFAIRS; ACCOM- 
PANIED BY JOHN W. ROWE, M.D., CHAIRMAN, FEDERAL ADVI- 
SORY COMMITTEE ON THE FUTURE OF VA LONG-TERM 

CARE 


STATEMENT OF KENNETH W. KIZER 

Dr.'KteER. Thank you, Mr. Chairman. Mr. Gutierrez, good morn- 
ing. I likewise have a statement that I would ask would be in- 
cluded: in record; 

Ordered without objection. 

Dr. l^kR; And I would note that I appreciate this opportunity 
to cheese long-term that the VA provides, as well as our strategy 
for developing potential solutions for the growing demand for long- 
term care. 
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I think as you well know, VA has a very long and distinguished 
history of providing care for older citizens, for providing long-term 
care, and VA is widely recognized throughout the world as being 
the leader in the area of care for older citizens. 

I actually am going to divert from what I was going to say be- 
cause I want to respond to your opening comments at least in brief, 
and then hope we will have time, to get into a discussion of this 
important issue. , , 

During the debate about eligibility reform and the development 
of the Eligibility Reform Act of 1996 there was discussion— mostly 
on the Senate side as I recall— of getting long-term pare and acute 
care on the same footing. And as you know the outcome of that 
process was that Congress continued to view them differently, and 
today under the law, long-term care is considered a discretionary 
program, not on the same footing as acute care service. In an era 
of severe budget limitations and constraints, some of the changes 
that have been seen with regard to the provision of long-term care 
should really come as no surprise pven the inetmity between how 
long-term, care and acute care are viewed under the law. 

We hope that as a result of this, ?md continuing dialogue, we will 
achieve parity between long-term care ^d acute care, and statu- 
tory reco^tion that these are merely different points along a con- 
tinuum of care that should be provided for, not only our veterans, 
but by all health plans. 

I think I will stop with that. As I said, hopefully we can get mto 
this in more detail during the discussion. 

rHie prepared , statement of Dr. Kizer appears on p. 70.] 

Mr'r STOAMffS. Dr. Rowe. 

^ STATEMENT. OF JOHN W. ROWE 

Dr. Rowe. Thank you, Mrl ChmrmEin, Mr. Gutierrez. I have sub- 
mitt^, on -behalf of the committee, a detailed statement that I 
would ask be included in the record. 

Mr. Stearns. Without objection, so ordered. 

Dr. Rowe. I appreciate the opportunity to discuss the future of 
VA long-term care. I am Jack Rowe. I serve as president and CEO 
of the Mt. Sinai and NYU Medical Center arid Health System in 
New York City, and president of the Mt. Sinai School of Medicine, 
nnfi I served as chairman of the Advisory Committee of Long-Term 
Care, which issued its report, Long-Term Care at the Crossroads. 

We found long-term care to be one of the VA’s m^or strengths 
and a crucial component of veterans’ care. I am a geriatrician and 
I have substantial experience throtigh my career in the VA. I would 
say that geriatrics is perhaps the finest component among an array 
of fine prog^'ama in the VA and it is nationally and internationally 
recognized as such. . 

There were four major reasons that we felt that VA long-term 
care Was-^in trouble. The first is that access to care has not kept 
pace with.demand and in some cases, has been rather sharply cur- 
tailed, and this just follows on Dr. Itizer’s statements that he just 
made^ which was a predictable consequence of some of the other 
changes that have been made. 

Secondly, VA long-term care needs to respond rapidly to the 
changes in the dynamics of the administration of long-term care 
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with less emphasis on nursing homes and more emphasis on home 
care and comibunity-based care. 

VA spends $2 billion in lohg-telmi care; 1.7 of that in nursing 
homes. There is a dire^ consequence of previous traditions and tra- 
jecto^is but really needs to remodel itself into a more modem 
structtire. -a ,, 

Thir<fly, at many VA facilities long-term care is not ftilly inte- 
grated into the defivery system. It is not coordinated with the uni- 
fied set of services for Ihh veteran. 

And lastly, at the network level, we found that long-term care 
was really hot adequately integrated into the VISNs. One of the 
problems is that VISN directors see long-term care as imder-fund- 
ed, and basically see themselves as having a financial disincentive 
to prbvide long-term cdre, ^d that is one way to kill it over &e 
long tim. 

that may hot be an intended conseiiuences, ..but that is at 
least k view of some ViSN directors and we think that needs to be 
changed. 

We approach our recommendations in the full knowledge that the 
VA wah operating with a.np-growth budget. Dr. Kizer, in his charge 
to us, made that clear, ahd as a CEO of a very large health care 
institution that proYidea, .a continuum of care, I can appi-eciate tim 
issues of resj^nding to changes in the marketplace and ^e need 
in a no-growth budget. situation. 

But we considered a number of models as to what the VA should 
do in long-term care: everything from no change to outsourcing ev- 
erything, to some sort of a mix. And the community had members 
across me continuum of this field and we are ve^ sophisticated. 

We came out imanimously suggesting a model in wmch the VA 
should emphasize home and community-based care, minimize cap- 
ital investment, i.e., don’t build any more nursing homes unless it 
is absolutely required, and place much greater reuance on contiact 
care. We feel there is a competitive market in contiact care out 
there and it can be advantageous to the veterans and be very high 
qualify. 

So we have three key recommendations that we would like you 
to consider, Mr. Chairman. The first is, we think that we need to 
provide some strong incentives to managers to improve the qualify 
and tbe mnomit of long-term cas'e. 

The VA has been successful under Dr. Kizer’s leadership in using 
incentive programs to improve efficiency, quality, and access. We 
think that long-term care should be included in this. 

Secondly, don’t build any more nursing homes. Please. 

Thirdly, invest in home and community-based care. The commit- 
tee called for tripling. I know we’re not supposed to triple anything 
these days, but it is a very small number that we are tripling. We 
call for tripling the investment in home and community-based serv- 
ices from a current 2.5 percent to 7.5 percent of the VA Healfh 
Care budget.: 

For long-term care as a sub-piece of the budget, this wotild in- 
crease communify and home care to about 35 percent; which we 
think is still a low number but much more reasonable than the cur- 
rent balance. 
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In addition, we have three targeted legislative proposals wluch 
are in the committee report: one on respite care where we feel that 
respite care, while it is provided in the nursing homes, should also 
be^i^panded to other settings. 

Secondly, assisted living. This is a setting m which long-term 
care is now provided. It is not currently in the regulations. And 
thirdly, we recommend a limited nursing home; benefit. In a no- 
growth budget situation we recommended a middle course of 100- 
day post-hospital benefit. 

Finally, let me say that back in 1975, and I was mvolved m the 
VA at that time, the VA was at a crossroads. 'Hiere was recognition 
of the aging veteran problem . and the VA took some very bold 
moves under the leadership of Paul Haber and developed what is 
really the Nation’s best geriatric care system, currently. 

I thinTc that now, almost 25 years later, we are in a situation 
where that kind of crossroads is now being reached again, that 
kind of crisis. You have made a terrific investment in geriatrics m 
the VA and for the country, as well as veterans. I think now is the 
time to renew that investment in this period of long-term care. 

Thank you, very much. 

[The prepared statement of Dr. Rowe appears on p. 82.j 

Mr. Strarns. Thank you. Dr. Rowe. I hear what you’re sasdng 
about not building any more VA nursing homes. Are you also say- 
ing the States should not do the same thing? 

pr,. Rowe. No, I think the State Homes— in our committee we 
caine to a recognition of the quality and the important partnersMp 
of the, State Homes. And there are a number of State Homes that 
are biiut in collaboration with the VA, • r • 

Recognizing the various pressures for construction of nursmg 
homes by the State or the VA, we just feel that while there may 
be some that need to be built, Mr. Steams, I think we just want 
to raise the hurdle, we just want to make sure that the require- 
ments are veiy, vety stringent. And we would increasingly rely on 
the partnerslpp of the State Homes. 

Mr. Stearns. I guess a logical question is if you don t want the 
Federal Government to build more nursing homes then you’re say- 
ing here this moming you want the States to build them? 

Dr. Rowe. Well, no. I think that the State Home Program, does — 
there are some foci with where there are needs and th^ can be 
built with them. But in general, I think what we should be doing 
is not building more beds but finding ways to migrate the patients 
even in the current beds, particularly the new patients. 

I mean, I think we have a commitment to the patients who ^e 
thiere, and that’s very strong and that came through in the commit- 
ted. And we’re not trying to dislocate patients who are there and 
third for a long time. 

Mr; STEAlttJS. I understand. 

Dr; Bdt'Um new; dates who are coming in to the pipeline 

of lonf^tetm cmd, they shdtild be very carefully assessed and placed 
id cdmmiHifily'basdd, long-term care settings. It’s often better for 
them and it is less expensive. 

Mr. Stearns. Dr. Kizer, I think you said publicly that you agree 
with the Advisory Committee recommendations. I think that is 
true, isn’t it? 



6 


Dr. Kizer. That is correct, and as you may recall my testimony, 
I think before this committee, I know before , a number of other 
committees^about the n^ e<l to substantially iq^i’ease the amount of 
both spendmg and infrastructure we have community and ^me- 
base4cm-e. . > i 

Mr. 3 'i^abns. WeU then, I, guess the next question is, where is 
this long-term care strategy?: Have you put it in place? 

Dr. K^er. TMs document actufdly is one that you wiU very soon, 
I suspect it will be delivered to your ofGces this afternoon. It was 
a little delayed in getting out because of a variety of imexpected 
thills that have ocdhrred recently. 

Mr. Stearns. Tlie traMc on the 14th Street Bridge. 

Dri Kizer. Something like that. 

Mr. Stearns. Well, you know, Fm from Florida and my col- 
league, Mr. Bilirakis is from Florida, and Mr. Gutierrez is from 
Chicago. Dr. Rowe, you -know a vet^an in Chicago or New York 
seems to have a far greater likelihood of receiving VA long-term 
care services than someone in Florida, or Arizona, for that matter. 

So how would we go about getting equal access for these different 
groups? What do you suggest? 

Dr. Rowe. Dr. Kizer <^sn’t want to hear my suggestion. 

Mr. Stearns. We want to hear your suggestion. 

Dr. Rowe. I know you do. 

Mr. Stearns. V^at’s your suggestion? 

Dr. Rowe. Well, I am a geriatrician and so I have some experi- 
ence in this. I think that what the VA should do is try a number 
of various models of linking with various community-based organi- 
zations that are providing long-term care. 

The VA is not the only subset of health care that has this prob- 
lem. And long-term care has changed (framaticedly and it can be ef- 
fectively and efficiently delivered. We don’t have to invent the 
wheel here. I thirk ‘ffiat one of the things wd have to avoid is hav- 
ing the VA try to invent the wheel when in fact, many patients 
who need long-term care in rural settings' or in other settings are 
getting.lt by established models. 

In many cases you would have a couple where the woman is get- 
ting long-term care from a variety of community and home-based 
agencies, , and the VA just ne^ds to lipk with that agency to provide 
the cared* her Spbtile as well;"flfin^ Tike that. 

.Mr. Stearns. Dr. . Kizer, do you agree witii hipi? 

Dr. Kizer. I do agree with him, 'however, his comments omit a 
threshold issue. The threshold issue is that until acute care and 
long-tem care ane on the same footing and are required in the 
same way, then you are not going to have that. 

You have provided in law, on the one hand, a package of manda- 
toiy semces that we have to provide. On the other hand, you have 
sopf, discretionary things that we can. provide if ftmding is avail- 
ajde. In an ei-a when our budgets are severely strained we are pro- 
vidmg the mandatory things that you have said have to be 
provided. 

It shqpld come as no surprise that things in the discretionary 
category may not be getting the same attention. 

Dr. Rowe. And if I could 
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Mr. Stearns. But you know, I think members of Congress 
tJi migh, assume that long-term care is mandatory, I mean, if you 
ask them. When they go back to their constituents they feel that 
that is pretty important. And I think that VISN directors evidently, 
get the message it is not as important, so the tradeoff between the 
acute and ihe long-term care, they m^e a decision that is discre- 
tionary for the long-term care. 

Dr. Kizer. That is because that is what the law says. 

Dr. Rowe. Yes, it is clinically mandatory; it’s not legally manda- 


Mr. Stearns. What does that mean; clinical versus legal? 

Dr. Rowe. It means that it is required for tiie appropriate care 
of the patient, but the VISN director is not legally boimd to provide 
it, and if they have a hmited number of resources they have to pro- 
vide tiiem first to the things that they are legally bound to provide. 

Mr. Stearns. So they would actually turn people down? 

Dr. Rowe. Well, that is right, and it turns out to be more costly 
for the VA because if I have a patient with heart failure who I can 
manage at home, Mr. Steams, with nursing care and with proper 
diet and with close monitoring, I can keep that patient out of the 


hospital. , .XX j i 0 . 1 . 

If I don’t have good home care the patient gets re-admitted to the 
hospital recmrently, and that increased the acute caJTe costs Ofihe 


VA. 

Mr. Stearns. I just 


don’t undeiitand how we are going to re- 


verse this, then. x j 

Dr. Kizer. As a point of fact for the record, it should be noted 
that the number of patients that are receiving long-term care in 
the VA today is substantially more than it was a few years ago. 

The length of stay and the amount of care that is being provided 
per patient is less, and it is clear that there is a shift to other pay- 
ers, particularly Medicaid. 

Mr. Stearns. Okay, going back one step, wljiy should there be 
such a wide variability in access to long-term care, such as I cited 
between Chicago and Florida, for example? 

Dr. Rowe. Well, I think this is a heterogeneous system of 172 
medical centers and they each come with different leadership and 
traditions. And in some of them, particularly those who have had 
GRECCs, there has been more— Geriatric Research Education Clin- 
ical Centers, which are centers of excellence in geriatrics — ^there 
has been more emphasis in some of your medical centers on geri- 
atrics and on hospital-based home CEire programs that have gotten 
very large and very successful. . j i. 

Other medical centers have gone in different directions and have 
not developed hospital-based, home care programs. Now you look, 
you come in at 172 different programs; some have very well-devel- 
oped geriatric programs, some don’t. And you see that veterans in 
the areas where they have well-developed programs, have more 


access. 

And I think that what we need is to even this out by providii^ 
the resources to develop the home care and commimity-b^ed pro- 
grams in those places that have not yet had the opportunity to do 
tiiat. 
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Dr. Kizer. That may well be part of it, but I think there also 
have been some other fundameptal issues at {day, as we have dis- 
cussed before here; e.g 4 the hi^rical* hmdlng inequities that have 
esdstld^^oi^teut ttereoTijitiy. . 

IhtMoiidaffoifexmaple; vetermis were imder-fonded compared to 
vetettes in i the northeast^. And so now &ose d^erenees. are being 
equcdized imder the VERA, but that is a recent phenomena, and 
there is still n lot of catch-up to do. 

There is ^pfiferent infrastrocture, there is a whole lot of other dif- 
ferent variables in the different networks that account for where 
the funding is going and where it has to go to support ongoing need 
and changes that are underway. 

IMlr. S’mARNS. I thenk you. My colleague, Mr. Gutierrez-. 

Mr, Gutieri^. Thank you. Well, firsi^of all, thank you for being 
here this mommg. I wanted to particularly than^ Dr. Rowe for his 
many years, of seiwice to the veterans, dating back a quarter of a 
centuiy, 'Piank you very much_, for being here again. 

I thi^ we tmderstand what is mandated and what isn’t man- 
dated smd what you. legally have to do and what you are going to 
do in a. budgetary situation ^ 

So what do we have to db so that those who meet the objective 
criteria for needing long-term care established by the medical pro- 
fession, are going to get it? What do we have to do so that every 
veteran who meets an established objective criteria for heeding 
long-term care, is going to get it? 

Dr. Kizer. I thi^ there are two things that are obvious at the 
outset. One is that under the law, what have been historically 
viewed as different t 3 Tas of care have to be put on an equal footing. 
There has to be parity. 

Just as there should be parity between mental health and other 
types of health care, there should be parity between long-term care 
and acute care. And we have to get away from this notion of think- 
ing that long-term care is something that is an extravagant, extra 
service that’s being j^rovided. 

It is a fundamental part of the continuiun of care that should be 
provided. So providing that legal or statutory basis for it is nec- 
essary, end then second, you have to fund it. 

Mr. Gutierrez. How much more money would it cost. Doctor? 

Dr. Kizer. WfeU, that gets a little bit inore difficult to answer in 
a straightforward 'manner bebausfeitTl^ends Off^aetty hoW quick- 
ly V?© go there, the types of services aha other factors. 

Fbr exeimple, we would support the notion of triphng the amoimt 
or the proportion of funding that is currently spent on community 
and home care. That will have a different amount than say, what 
you , put in a nursing home, or if you put it in State homes versus 
contiact homes. 

I am not prepared to give you a figure at this time, but I would 
say that it; is going tohe very substafitiak 

Mr.'GiA'iEiffiEZ. Given the current budget presented by the cur- 
rent administration, as for a flat-line budget, no increases; which 
if I rechil correctty would etitail also the ^ninatibn of 7,500 em- 
ployees at' differ^t levels, is that correct? no increases and one 
of tiie ways to reach the goals is eliminating 7,500 employees? 

Dr. Kizer. Approximately, yes. 
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Mr. GuTiERlfflZ. Then we have another budget, the one that was 
approved by the House of Representatives, that increases the VA 
budget $900 million for next year, and then reduces it by $3^2 bil- 
lion the subsequent 6 years. , , ,, , ^ ^ , 

So under those scenarios we wouldnt be able to meet long-term 
care objectives for people. And so I think^ that what we have to do 
is two things. I tiii^ you are absolutely right. 

If we wish to serve the veterans appropriately, I think we are 
going to have to be honest with ourselves and say, well then let, us 
msmdate it so that there is no discretion, there are no areas of fazz- 
iness.” between one VISN and another and the 172 medical direc- 
tors.! think that is one way of guaranteeing it; saying you are all 
going to have to do it. , , , , , , 

Secondly, going back and looking at that budget, because if were 
going to reduce the VA budget by $3V^ billion over the next 6 
years, I don’t see how you are going to be able to do it. 

So I those are important, areas to look at, because I know 

that at Hines for example, because even if there are 18 percent 
availability in Florida and 30 percent availability in Chicago, there 
is still some 70 percent of people who are not getting, even m the 
best-case scenario, are not getting the service that they need. 

And particularly Hines, I visited Hines last week. I visited the 
long-term care facility there, ri|ht in the ipedical center, and I saw 
patients getting served their lunch and the plate open. And I asked 
the director if she needed additional personnel ^d she said no, she 
was doing just fine. And I said, well the food is going to get cold. 

And her response was simply that they will reheat it once agaan; 
which only made me thii^ that maybe we should always try dinner 
one day with our hands tied behind our back with the food hot m 
front of us and just tell everyone, don’t worry about it. Wejll get 
around to it, . we’ll just reheat your food. VMch is no, hyperbole; it s 
exactly the way it happened. . ‘ ' 

And she said it witli, very disroissively, so why is taus.qven a cpn- 
cpjpEt? So I , think that as woivisit our centers I think we need to 
look at where-iwe taje today in terme of— because we may be provid- 
ing longrtenn care but what is the quahty of the long-term care we 
are ptpvidipg today and the need for additional care? 

WouWyou like to comment. Dr. Kizer? I am sorry. 

Dr. Kizer. I was going to comment on one thing. 

.Mr, Gutierrez. I^e. . 

Dr. .Kizer. The VA is faced with what we call a demographic im- 
perative. We simply have a very large population of elderly veter- 
ans who need this care, and that need is going to continue for some 
^ars. But.ib is qualitatively not unlike what is going to confront 
the jpest of !^e Aj^ericsm public in just a few more years down the 
r(^., ; , „ 

; Q^anlitetively, it is significantly different because 20 years from 
now ih^e is going to be a much larger demand for long-term care, 
an^t'.vipuid hope that we would not overlook the tremendous po- 
tgpriri th^f' W%haye,here to put in place progrmPS that serve the 
toHayj but ^so crefite pew knowledge, new mod- 
eis^ fhat will be vitally important in serving the 
larger iu^mber pf .^nericmis who will need long-term care, not that 
long from now. 
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Mr. Gutierrez. We know, if we keep having five month waits for 
patients that are seniors, ahd they have a five month wait to see 
an orthopedic enrgeon or any doctor — which is not uncommon in 
the VA system — you are going to have even more need for long- 
term c^e hecause if- you don’t get the cafe When you need it you 
are going to" have- to substitute it Subsequmtly with other kinds of 
care which is much mm‘e costly; r. 

So; I agree with you, Dtt'SCizer, and I am not coming here this 
morning to say that all of the bt^e io on your shoulder. I think 
the Congress needs to take r^ponsibility also, both at making it 
clear legislatively, mandating it if that’s what we wish to do, and 
secondly, providmg the additional dollars that are going to be re- 
quired in order to provide that care. 

Dr. Kizer. If you mandate it and< don’t provide additional funds, 
you will create an impossible situation. 

Mr. GUTiERiffiz. YpU-^will just mstke other choices. Instead of 5 
months for waiting to see- the orthopedic surgeon, it will turn into 
12 months. I mean, somewhere in-fiie system^^ — 

Dr. Kizer. It will be mimanageable. « 

Mr; Gutierrez. It will be unmanageable. 

Dr. Rowe. You will pit the younger veterans against the older 
veterans. 

Mr. Gutierrez. Right. I think that is a very good point, Dr. 
Rowe. 

Dr. Rowe. That is what you will do if you do that. 

Mr. Gutierrez. Thmik you. 

Dr. Rowe. Thank you. 

Mr. Stearns. The gentleman from Florida, Mr. Bilirakis. 

Mr. Bilirakis. Thank you, Mr. Chairman. Good morning. Dr. 
Kizer, Dr. Rowe, Ms. Salerno. The State veterans homes kmd of 
grab me a little bit because we are talking about a solu^on. It’s a 
solution obviously, that is not going to cover 100 percent of every- 
body, but cpvdd^ improve the situsdiion. ■ 

We recently opened as you know, the Land o’ Lsikes State Home 
in Florida, which was a partnership as all State VA nursing homes 
are. 

The grants, are they up to 65 percent or — does it vary, when a 
request comes in fi-om a State for conShniction of a State nursing 
home? . 

Dr. Kizer. T^t ie my mderstanding; that they are”65 pegpcent: 

Mr; Bilirakis. So they are 65 percent; they’mse not up to but 
they actually are 65 percent? ' 

Dr. Kizer. They are 65 percent, yes. 

Mr. Bilirakis.. All Mglrt. Jiow, according to this briefing material 
that 1 have seen here, VA’s p^p diem operating cost— •let’s see, VA 
supports , the program for per diem payments for each eligible vet- 
eran recehmrg care' and ‘then up through the award of the grants 
for construction. ’ ' 

VA’f pi^>dtem ‘Operating -Cost for these beds is much lower than 
those for VAa ^^#@ds and contract beds. I pm trying to get that 
dear.i^es thatmean that the operating cosfo are pr^^ably roughly 
the stme btitmat the VAtdnlypays a smafler percentage of the full 
per diem operating Costs? Or is there hotter efficiehcy. Or is this 
maybe a wrong statement, an incorrect statement? 
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Dr. Kizer. I am going to ask Dr. Salerno to comment on that as 
well, but I part of the issue is that State homes take care 

of different types of patients. For example, in the VA nursing 
homes we typically take care of a much higher acuity patient mat 
has lugher needs, a hi^er demand for sawice^ than what might 
commonly or typically be provided in a State home or in a commu- 
nity nursing home. . , , ^ 

Dr. Salerno. As part of the partnership between with the States 
and the veteran for this care, we now provide approximately 30 
percent of the per diem, so the State Home per diem costs are, on 
average across the/country, somewhat less than the cost of a VA 

nursing home. J i 

Mr. Bilirakis. So you are providing 30 percent of the actual per 

diem costs? / . . x 

Dr. Salerno. Approximately. And our goal is to provide up to a 
third of the total average per diem over the next few ye^s. 

Mr. Bilirakis. All right, so when this says, supporting through 
per diem payments, you mean through a partial per diem rather 
than a fulCper diem? 

Dr. Salerno. Yes. 

Mr.- Bilirakis. And the rest of it is incurred by the States. And 
also, in terms of qualifications, a veteran who wants to qualify to 
get into a VA nursing home, pure VA nursing home versus the 
State/federal partnership nursing home, was there much of a dis- 
tinction there? 

Dr. Salerno. The States set specific eligibility criteria for their 
homes. In VA nursmg homes enrolled veterans are prioritized, with 
service-connected veterans having first priority as beds become 
available in VA-operkted honies. 

Mr. Bilirakis. Would you say though, even though the States 
might set them, but the Federal Government, the VA has no input 
into all that, in spite of the feet that they share a good portion of 


tli 0 costs? 

Dr. Salerno. We require, of course, that patients have served for 
the military and documentation that they were honorably dis- 
charged and are eligible for and in need of nursing home or domi- 
ciliary care. . 

Mr. Bilirakis. And that is about it. So the rest of it is criteria 
set by the States? 

Dr. Salerno. Yes. 

Mr. Bilirakis. Now, is there a large variety would you say, m 
the setting of criteria amongst States? Is there a large variety from 
one State to the another, number one, and number two, is mere a 
large variety between the criteria of States versus the VA, pure VA 
nursing homes? 

Dr. Salerno. We don’t have very specific demographics on pa- 
timts in State homes, but our assumption is that they ^e some- 
what different. TTiey are different in terms of, as Dr. Kizer smd, 
feeh* care needs. They tend generally to require longer, continuing 
care, rather than short-term nursing home care as we provide in 
many of our VA nursing homes. 

But there are opportunities to have spouses and Gold Steir par- 
ents be admitted to tiie State facilities, at the discretion of the 


State. 
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Mr. Bilirakis. I see. Well, just one last question because my 
time is almost up. In terms of pas^g for this care, in the VA nurs- 
ing the. patient share the cost in any way? 

Dr. Salerno. No. 

Mr; Klirakie. All right. In the State homes they do, isn’t that 
correct? , 

Dr; Salerno. In some States they do. They are 

Mr. Bilirakis. So there is a distinction, there is a difference, 
State«by'State, as far as that is concerned? 

Dr. Salerno. Yes. Some of the State homes are serving Medicaid 
patients and Medicaid picks up part of the costs. Many States 
provide 

Mr. Bilirakis. But the patients themselves, also pick up part of 
the costs? 

Dr, Salerno. Yes. 

Mr. Bilirakis. I know at Land o’ L^es ffiat is the case. Well 
now, there are two in Florida, if I might get a little .pm*ochial here 

1 'ust very, quickly. There are two in Florida and I' know a third one 
las been proposed— but if the State of Florida is aUe to convince 
the le|[islature to approbate, let us say the 35 percent of the con- 
struction costs, is it hkely that the VA will put up the other..65 per- 
cent? 

I mean, how do things kind of stand in. that regard, in general? 
Dr. IDzer. I wouldn’t want to disappoint you and give you an an- 
swer. There is a methodology which is for assigning that, that has 
recently been reviewed. We are seeking some hirther, additional 
comment on the new methodology for assigning what the priority 
of State’s requests for grant hinmmg would be. 

Mr. Bilirakis. Well, would the fact that the market share in 
Florida, 13 percent, be a factor in that formula, that methodology 
formula, conceivably? 

Dr. Kizer. It would dep^d ultimately, on what option is chosen; 
there are a number of different options that are proposed. 

Mr. Bilhiakis.; You shoiild have been a lawyer m addition to a 
doctor. Thank, you very much. 

Mr. S'l'Ei^iNS. Hiank you, gentlemen. 

Mr. Gutierrez. Mr. Chairman? 

Mr. Stearns, Yes. 

Mr. Gutierrez. I am going to regrettably, leave. I think this 
heating is very time^ and I thank the chairman for it. I will leave 
Mt> Pierson anjl Dr, Snyder. There is a Kosovo briefing for mem- 
bers only, and ^ven the fact that if we do commit ground troops 
they vtill be directly sent to the VA facilities afier their service, 1 
am going to go over there tight now. 

But I thii^ this hearing is important and I want to thank the 
chairman. 

Mr. Stearns. I thank the gentleman. The gentleman from Ar- 
kansas? ^ , 

Dr, Sn?der, Thank you, Mr. Chairman. I appreciate you doing 
this hearing also. I thmk it is very important, as weU as the one 
yesterday on VA research. 

Dr. Kizer, in your statement — ^I am sorry I missed your oral com- 
ments this morning — ^but you talk about the 333 percent increase 
in veterans over the age of 85 over the next 21 years. What are 



13 

those actual numbers? What kind of numbers are you talking 
about? 

Dr. Kizer. As far as how many people that eire over the age of 
85. 

Dl* Ygs 

Dr. Kizer. We estimate that there were 327,000 in 1998 and tMs 
number will increase to about 645,000 in 2003, and peak at about 
1.3 million in 2013. 

Dr. Sj^TOER. You are talking about a troubling 

Dr. l&ER. Yes. It is a dramatic increase. 

Dr. Snyder. And you also talk about, in that same period of time 
you are going to have about a 12 percent decrease in number of 
veterans over the age of 65. As you look ahead in your long-term 

E lanning, do you anticipate therefore, that there would be able to 
e a shSt in resources from your acute care to the long-term care, 
or will it not work out that way because of the medical needs of 
your oveiv85 pmulation? 

Dr. Kizwit. Well, it really goes to ilie heart of what we were dis- 
cussing before you came in; that under the law we are mandated 
to provide ‘aoute care services. Long-term care is a discr^onaiy 
item. Insofar as our budgets are strained right now, priority is 
given to the mandated services. 

Dr. Snyder. Well, I understand the legality. My gue^s is we have 
21 years — ^in term of your long-term policy plahiung though, as tou 
look ahead would you anticipate that there, wowd be an ability 
shift respcurces jeis your 65-and-under vetyrabs decrease and ydur 
85-aifd-uihaer Veteran decrease by your overrSB ip'crease? ' ; 

^."mi^ER. If I understand your question correctly, a^ if We take 
an assumption that there is parity between acute and lohgitenu 
care, what I would expect is that over the next several years mere 
would be a substantive shift from — or a substantive increase in the 
amount of funding that would go into long-term care. 

I think we have to recognize that these are also individuals who 
have acute care needs because of their age and so just because they 
need long-tenn care does not mean there’s going to be a diminution 
in the need for acute care. 

Dr. Snyder. I think that is really the crux of my question. There 
would not be any savings there. 

Dr. Kizer. Right. No, the essential point that I think has to be 
understood is that the pot needs to grow. 

Dr. Snyder. Yes. There are kind of some subtle concerns, too. I 
mean, you have looked over the legacy of the long-term care I 
think, in your report, but as we look ahead 21 years we are going 
to have a whole lot smaller family size, our family connections are 
going to be much more disconnected, we are not going to have toe 
famuy support in 21 years from now when the baby-boomers retire, 
like we did 20 years ago for your veterans. 

Is that something you all looked at in your report also? Did you 
look at urban/rural (ufferences? Tell me your thoughts about urban/ 
rural differences of toe veteran population in terms of proidsions 
for long-term care needs. 

Dr. Rowe. Do you want to? 

Dr. Salerno. It is a far more difficult situation when you are 
thinkin g about options like home care, to think about patients who 
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are far-flung, perhaps 100 miles away from a medical center. And 
I think that is where partnerships with community providers be- 
come critical in filling in -the gaps and getting that ^network 
connected. 

And the role the VA must take on in those situations is care co- 
ordination, so that we don’t lose track of what is happening to the 
patient when another pfovider is taking care of them; and we 
maintain that primary care responsibility. 

Dr. Snyder. Pattern for these kinds of’ services as you know, for 
the rest of the population has been, and for health care changes 
has been, let us try it in urban areas first where all the people and 
the frionby is; then see if some of it will swap over in the rural 
areas. I knovv that you all would be interested in over the long run, 
not smng that accrue the VA serves. 

Dr. ROWe. The growth of home care services in rural areas over 
the last several yesirs has been very, very substantial. In fact, 
something the HCFA and the Medicare program has been Con- 
cerned about. 

I think one way to look at this. Dr. Snyder, if I may, is that if 
this Were not the House Veterans’ Affairs Subcommittee on Health 
but you were the Board of Trustees at my institution, a not-for- 
profit, academically-based institution, and we were talking about 
how to take ciEue of oiir older patients how and ih the' feature, what 
we would say is, how Can we match the care with tfce need? 

I can walk down the ward of one of our hospitals with you and 
look at each patient and say, does this patient need to be in the 
hospital or could they be better treated in a less costly, more effi- 
cient, less restrictive environment? 

And a lot of the patients who are in the hospital could migrate 
to home care, but there is no home' care for them to migrate to, so 
they are in the hospital getting expensive care. , 

I would have, with you as my Board of Directors, a seamless sys- 
tem. There would be no legal or other barrier for moving a patient, 
one to the other, and I would have “X“ number of dollars to spend. 
That is not the system you have; that is the system you have to 
get to. 

But if you get to that system, you would not necessarily then say, 
let us start 200 more home care programs, because there are home 
care programs out there in the commun^r taking care trf -the 
women and taking care of the disabled Medicare beneficiaries. And 
there is a competitive market out there which is making it effi- 
cient, and I think, high quality. 

So the advantage the VA has is because we are a little late in 
making this change, the meu’ketplace has developed capacity to pro- 
vide care in the rural areas, etcetera, and all the VA has to do is 
find some money and freedom to link with those resources. 

That is basic^ly the situation as I see it. I think it is good that 
Wie are slow, not bad, because we don’t have to invent file home 
ceire aystem. 

Dr. Snyder. I understand. May I ask one more question, Mr. 
Chairman? Would you give some examples of the incentives that 
you were talking about that managers would benefit from having 
incentives to deal with this 
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Dr. Rowe. Sure, from the committee’s point of view. What we felt 
was that there was a financial disincentive; that the $35,000 a year 
for special care veterans did not meet the costs that some VISN di- 
rectors feel it costs tiiem to provide that care in a nursing home, 
so they are obviously going to dial that down because they are los- 
ing on that “product line”. * 

Ani we juk tiiink that a careful analysis of that should lead to 
something which woidd lurovide a lev^l playing field. We don’t need 
advantage long-term care but we shouldn’t disadvantage it. 

I would say also that this is an unintended consequence; that Dr. 
Kizer has done as much if not more, for older veterans than I ever 
have, or anybody I know has ever had. So I mean, I don’t think 
that this is — ^this is, we built the new system, he built the new sys- 
tem, he implemented it, it had a lot of great effects, and now it is 
time to rec^brate it in some areas that we developed disincentives 
that we didn’t expect. 

Dr. Snyder. Thank you. 

Mr. Stearns. I thai^ the gentleman. Mr. Peterson. 

Mr. Peterson. Thank 3rou, Mr. Chairman. Thank you for calling 
this h<>flring and £q)0logize for being late. I may be coming into this 
and asking something that has already been made clear. 

Dr. Kizer, can you explain to me exactly what kind of long-term 
care veterans can expect? I mean, what they can expect to be con- 
sidered part of their benefite that they can receive from the VA? 
Is it written out someplace? «. - 

And then along with that, how does the decision-makiag work 
that pecMe either get placed into a lohg-term care facility withhi 
the YA 'fidspital-^I have 'end in my district — or a nuraing'home,. a 

E rivate nursing home or a State nursing home or assisted living dr 
ome health care? 

How wotdd that decision get made? Is there some kind of process 
that goes on that you could actually follow, or is it somewhat kind 
of fbrst-come, first-served until we run out of money? 

Dr. K[ZER. The placement decisions are a combination of deci- 
sion, as you woifid expect; bn clinical grounds, on famfiy desires, 
patient desires, as well as on resource issues. ; 

Cmtainly, many of our patients who go into a nursing home are 
considered heavy care or heavy need patients, either because they 
have dementia or dementia and a combination of medical ccm^- 
tions. Those patients are often very hard to place in a coinmumty 
nursing home. 

Commimity nursing homes, depending in which community you 
are in, may or may not have availability for that type of patient, 
so that VA patients may be skewed to go to a VA nursing home 
in the first place. 

The family may live 100 miles away and say we really want fa- 
ther/grandfather in our community as opposed to ihe VA musing 
home' wMch is attached to the facfiity, in which case yOu would do 
your best to place the patient closer to them. 

(Depending on the resources of the networ^ that may come to 
bear as well, as far as wheffier there is space in the musing home. 
In some places they are filled. All of oiu nursing homes run at a 
very high occupancy rate so there just may not be space there, and 
the only option is a community nursing home or a State Home. 
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So it really is a combination of those things that will determine, 
and is made on a patient^by-patient basis. 

Mr. Peterson. Who has the final decision-making, then? Ulti- 
mately, the VISN director? If it has gotten to that level. Who has 
the authority to make that decision? 

Dr. Kizer. Yes, I suppose it is theoretically possible, but these 
are decisions that are made by the physician and patient/family, 
and the local management, typically. I mean, these would rarely 
ever go to the facihty management. 

Mr. Peterson. Yes, but you know, but they do run out of money, 
I would guess. I mean, my sense is that there is more demand for 
these rooms than there is rooms or resources. 

Dr,. Kizer. No question. 

Mr. Peterson. So then my question is, how does that decision 
get made? Who gets to be included and who doesn’t when you run 
out of resources? Is it basically, first-come, first-served, or is it who- 
ever has the most 

Dr. Kizer. We would go according to the prioritization. For exam- 
ple,, {I 100 perc^t service-connected veteran would get the top pri- 
ority and would find placement, and those who are on a lower pri- 
ority level on the priority scheme may not have the saine options 
available to them; < again, reco^zing that this is a discretionary 
item under the law and finder me benefit package. 

Mr. Peterson. Dr. Rowe or Dr. Kizer, either one, I was involved 
somewhat in these discussions about home health care and some 
of the things that are going on under the Medicare system. You 
know, it seems to me that whenever we set up a program where 
the government is paying for it, you have a whole, you know, in- 
dustry that develops and sometimes they go overboard and abuse 
the system. 

I think that has happened in home health care to some extent, 
and we teied.,to correct that and probably went too far the. other 
way. But what you are saying is that you think that the VA could 
open up to this system? 

My concern is if we opened up the VA and maybe tried to push 
things that direction, are we goin^ to create a situation like we had 
with Medicare where we are going to— or, how are we going to 
avoid that, I guess? Are we going to put the controls on it before 
weget Satfi it? ' - 

, DriTB®w®. l ean comment-on that* Ken, if you would like. Mr. 
Peterson, I am a member of the Medicare Payment Advisory Com- 
mission which reports to Congress and has some oversight with re- 
spect to HCFA in the Medicare program. So in that context I have 
some experience also with respect to this issue. 

We knew there was too little home care and that patients should 
be treated more at home than they were in the hospital. And we 
implemented ehanges fin Medicare to stimulate that and it was, to 

E ut it mildly, successfully,., and there- was a tremendous growth in 
ome care and concerns abfiUt firaud and thuse. 

, Payments for, home care have reduceds substmitially under Medi- 
care in the. last couple of years, and rie^lations have improved. I 
believe that in most markets in the Umted States there is now a 
healthy competition between not-for-profit and for-profit home care 
providers. 
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We have a home care agency at Mt. Sinai NYU Medical Center, 
which is obviously not-for-profit, and many States have for-profits 
as weU. I believe, that the efficiency, quality, cost is now gettiPg in 
the range which is appropriate. And again, we are^at a relativb ad- 
vantage in the VA because we weren’t out there stimulating the 
growtii of home care and therefore, pa3dng too much. 

I think at thia point the competition in the marketplace is such 
that the VA could avail itself of these resources in a cost-effe<^ve, 
high quality way. 

Mr. Peterson. Do you agree with that. Dr. Kizer? 

Dr. Kizer. I do. I also don’t think we should overlook the dif- 
ferent economic incentives and how, certainly within the VA, where 
we have essentially a global budget and where we are managing 
ovir budget and where whatever savings we can achieve on the one 
end gets plowed back into patient care, there is a different dynamic 
at play than in the marketplace, where it goes into profit and a ex- 
ecutive benefits. 

So there is a different set of incentives at play, and even where 
we are contracting for it is a different milieu than what we see in 
a market-based approach. 

Mr. Peterson. Well, I would just say, you know, it is hard for 
me to figure what exactly is going on, but I represent a rural dis- 
trict that is kind of remote, and I am not sure about the competi- 
tion in those areas. 

1 mean, there was a bunch of stuff that developed that was basi- 
cally babsrsitting, and you know, they got so they could bill all this 
stuff and built baaically, a business on that where they would actu- 
ally go out and tell the patient, Well we can come twice a day, 6 
days a week because the government \till pay for it. 

And when we clamped down it cheated a hue and ciy out there 
like you can’t believe. But I don’t think from my— I have met witii 
these people and met with the patients and so forth. Out in these 
remote areas I am not so s\ire how much real coinpetition there is. 

Dr. Rowe. I accept that. 1 come fi’om the rural. Upper East Side 
of Manhattan and we even have locales where we wish there were 
more competition But let us not forget the VA, as part of its 
strength in long-term care, has hospital-based home care programs 
which are very strong. And so we wouldn’t be entirely reliant on 
others; we could build our own in those areas in which we 
didn’t- 

Mr. Peterson. All 1 was concerned about is that the VA don’t 
contribute to this what we had go on as we expanded the home 
health care. I mean, I am all for it. I think it is a cheaper way to 
do things, but it did get carried away. I mean, there was services 
provided tfiat were provided because the government did it. 

Excuse me, Mr. Chairman. 

^r. STEARNS- I tiiank the gentleman. 1 thaidc the first panel for 
tiieir time. Dr. Rowe and Dr. Kizer. And we will take now the sec- 
ond panel. 

Tim second panel is Mr. Robert Shaw, president of the National 
Association of-State Veterans Homes, Pamela Zingeser, principal, 
Birch and Davis Associates, and Kathleen Greve, cluef. State Home 
Construction, Department of Veterans Affairs. 
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If you folks will come to the desk? And Mr. Shaw, well start with 
you for your opening statement. 

Mr. Shaw. First I would like to ask that my written statement 
be included in the record. 

Mr. Stearns. With unanimous consent^ without objection. 

Mr. Shaw. And I have a few, brief, comments. 

STATEMENTS OF ROBERT SHAW, PRESBIENT, NATIONAL AS- 
SOCIATION OF STATE VETERANS HOMES; PAMELA 

ZINGESER, PRINCIPAL, BIRCH & DAVIS ASSOCIATES, INC. 

STATEMENT OF ROBERT'SHAW 

Mr. Shaw. The National Association of State Veterans Homes 
appreciates the opportunity to appear before this distinguished 
committee to express our views pertinent to the issue of long-term 
care for our Nation’s vetyrans. 

Your understanding of our program and generosity you have pro- 
vided over the years to carry out our mission of “caring for Ameri- 
ca’s Heroes” is greatly appreciated. 

We feel bur involvement is extremely important with the increas- 
ing demands being made upon our Federal Government for funding 
and taking care of our veterans, particularly those increasing num- 
bers of elderly veterans who have reached that time in their life 
when such care is needed. 

And it should be noted I believe, and it has already been noted 
by the VA, that the number of veterans 85 and over will continue 
to increase well into the next two decades. 

Currently, our Nation is faced with the largest aging veteran 
population in its history. We believe the State Home Program 
should continue and even expand, its role as an extremely vital 
asset to the Department of Veterans Affairs in meeting this great 
challenge. 

_ State Veterans Homes, where feasible and on their own initia- 
tive, have already undertaken innovative steps, in providing serv- 
ices to meet a broad range of veterans’ needs. What we need is rec- 
ognition of those efforts through a greater commitment of resources 
and support by those who share responsibility for our veterans’ 
care. 

Without the inteCTation of all available resources, we will fail to 
meet our moral obftgatiOns to oiir Nation’s veterans. With this in 
mmd, the National Association has gone on record and shared their 
thoughts pertinent to the following legislation initiatives with the 
Veterans’ Affairs Committees, Department of Veterans Affairs, and 
Veterans Organizations. 

The first being, the increase in VA per diem to State Veterans 
Homes in an amount equivalent to one-third of the national aver- 
age cost of providing care in a State Veteran Home. 

Number two, to obtain sufficient federal dollars to fully fimd the 
backlog of approved grant applications to the VA State Home Con- 
struction Grant Program. 

And I found out jtist last night, just since last August the VA has 
received 24 new ^ant applications with a total request of $189 mil- 
lion; and that is in just the last few months. The States have spo- 
ken, if you would ask me. 
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The third one is, adequately staff this program inside the VA. It 
is not adequately staffi^. They do not have the resources to man- 
age the number of homes that are wanting to be built by llie 
States. Tliey need help or it will not happen. 

Number four, modify tiie m^hodology ftm- awarding State Home 
construction grmit funds to » concept that incorpcaates , elements of 
both first-come, first-served and VA’s current “needs formula”i 

Number five, establish State-Home-based Pers{Hial-.Care Services 
through the State Home R?o|^am utilizing a funding formtda with 
VA assuming one-tiiird of its average national cost of providing 
such care throu^ VA hospital-based programs. 

And the last, number six, be included as a true partner with the 
VA in long-tezm care solutions for veterans. 

We, in the National Association of State Veterans Homes, stand 
ready to meet the challenges that lie ahead feeling confkjent that 
we can continue to be a valuable resource for the Department of 
Veterans Affairs and the Nation in providing long-term health care 
services for the Nation’s chronically ill, handicapped, aging veter- 
ans j keeping in mind service, efficiency, and economy. 

Thank you, Mr. Chairman and members of the committee. 

[The prepared statement of Mr. Shaw appears on p. 87.] 

Mr. Stearns. I thank Mr. Shaw. 

Pamela Zingeser. 

Ms. Zingeser. I have also submitted written testimony I would 
like in the .officii record. 

Mr, Stearns. By unanimous consent, so ordered. 

STATEMENT OF PAMELA ZINGESER 

Ms. Zingeser. Mr. Chairman and members of the committee. 
Thank you for the raportunity to appeeu* before you today to dis- 
cuss the work that Birch and Davis has done recently for the VA 
State Veterans Home Construction Grant Program. 

I am Pam Zingeser. I am a principal of the firm and served as 
project director for our effort. I am accompanied today by Paul 
Grimaldi who is responsible for the technical portion of the analy- 
sis, and adso Kathleen Greve who is with the VA’s program. 

Birth and Davis was asked to help the VA to determine various 
options to consider in redesigning the inethodology and priority sys- 
tem used to fund the grant requests. In addition, we provided de- 
scriptive information abmit the facilities, the patient pt^ulation, 
and Ihe services provided in the homes. 

Our work focused exclusively on outlining possible options for 
change or elements to consider in making a change. Key policy de- 
cisions by the VA will be required, as well as possible legislative 
changes to implmnent some of these options. 

To conduct our effort we reviewed the current methodology; vis- 
ited several State Homes; spoke vdth State Health Planning Orga- 
mzaMons; ^d also; analyzed data that were collected by the Na- 
tion^ Association of State Veterans Homes. 

The State Veterans Home Program as you know, provides States 
with up to 65 percent of the cost for acquiring, constructing, or ren- 
ovating homes tiiat provide nursing home care, hospital care, adult 
day health care, and domiciliary care. 
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Altiiough the funding:- for this program has increased steadily 
since its inception and now amounts to more than $90 million, the 
requests for the funds have far outpaced availability of ftmds and 
currently there is a backlog of just under $260 million, i - 

Initiadly, these greuits were awarded on a first^^come,: first-serVed 
basis, and in 1986 the VA moved to establish its first priority sys- 
tem for awarding the grants. In our review of the current meth- 
odology we found that one of its m^’or advantages was its simplic- 
ity and requires^ answers to just a few basic questions. 

Those questions are basically: Have States provided their match- 
ing f^ds? Have they, received any kind of a grant before for a 
State veterans home? Is there an unmet bed need srf: or above 91 
percent? Is the grant for a nursing home or is it for a donliriliary 
project? Is it a bed-producing <prorject or renovation; and if it is a 
renOvatton; Is it life safety-related or not? = 

Virtaally 90 percent of the requests that were received by the VA 
were for bed-producing projects and 97 percent of those that were 
actually awarded went to create additional nursing home beds. 

A number of VA stakeholders and other interested parties have 
expressed concern about the methodology and would like to see it 
revised. For example, projects that receive a low’piiority level often 
remain at the bottom of the list and never get funded, which poses 
a particular problem for States in trying to determine when and if 
these projects will be funded. 

WWle simplicity, of the current method, is a major strength it is 
also a key weakness m that it overlooks a variety of factors that 
could be used in improving the methodology. 

In reviewing the consent method, talking with a nximber of inter- 
ested, parties, and reviewing some of the positions tb^at have al- 
ready been put forward, we identified a number of areas in the cur- 
rent method that could be, addressed in a revised method. And I 
will just briefly review what some of those might be. 

Using better demographic data to predict long-care needs such as 
the aging of the veteran population and their fiinctional status and 
perhaps, insurance status; considering the availabiUty of pertinent 
community-based resources; recognizing .leasing -arrangements as 
an alternative to now-bed: construction; ensioring that eristing 
State Homes -do in fact, meet VA qudlity of care standards; es^and- 
ing ;^e 'delBMtion of types of prbjedfe to not onlyTobk at whe&er 
it is ajnwsing home prcgect 'Or a domi^imy project, but perhaps 
other types of program expansions; looking at uimet needs perhaps 
on a continuum; and perhaps earmEU*king a portion of the funds.for 
renovations as well as new bed construction. 

And these .are all discussed thoroughly in the report. In our 
report we presented three hjrpothetical options; that sequenced a 
number df variables the VA might consider in redesigning its 
mel^odolo^. 

But :®le^^; i;here are a multitude of other options that could be 
considered as well. The point that we need to make is that in our 
view there is no single, best priority method that is independent of 
VA’s policy goals emd strategic direction. 

And to mAe smy changes in the current mdhodolo^ will re- 
quire that the VA address a number of these key poucy issues. 
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such as; Will quality of care in existing State Veterans Homes be 
a prerequisite to futile funding? 

Will bighpr priorities be assigned to different types of projects, 
whether they be life safety-related, ADA compliance related, pri- 
vacy-related, or certain types of program expansions? 

How will unfunded projects be handled from year to year? Will 
the list just continvie on for the following year or will the projects 
be rescored each year according to priority and then funded accord- 

in gly ? 

How will the transition to a new method be hanclled? What ap- 
proaches will the VA take to do that? Will they clear out the back- 
log, will they have some type of i)hased-in approach? WjU a mini- 
mum threshold for projects be revised? Will uie VA consider lease- 
arrangements? , ^ ^ 

Will a certain portion of the VA funds in fact, be separated mto 
two pots; in essence for renovation versus new bed construction? 
And how will the definition of need be expanded to include veteran 
age, functional status, and other elements? 

many have said before, the VA veteran population is e3q>ed$d 
to decline considerably over the next 25 years and the ag^s of the 
veterans in the short ruh^ Will ateo incar^se. As a result, ths VA 
needs to re-examine the way in which it ' is spending ite limited 
funding to misure that veterans do in fact, receive the long-term 
care services they need. 

The work that Birch and Davis did represented a first step m re- 
vising the VA’s methodology by laying out what the options might 
be. Bht' imjSertant policy decisions must be made to ensure that re- 
vised idethodology reflects VA’s overall, long-term care objectives. 

A copy of our report, I undmetand, has already been provided to 
theHifi; 

Thank you. ' • 

[The prepared statement of Ms. Zingeser appears on p. 92.] 

Mr. Stearns. As I understand, &tMeen, you don’t have an 
opening statement? And would you identify, Ms. Zingeser, the indi- 
vidual on your right? 

Ms. Zingeser. Paul Grimaldi is with Birch and Davis. He is also 
a Principal of the firm and he was responsible for the technical por- 
tion of the report that Congress received. 

Mr. Stearns. All right. Ms. Zingeser, it is my undOTstanding 
that VA construction grants are available to States which have a 
need for nursing home beds for veterans. Does it make sense for 
VA to ignore the community nursing home bed availability in de- 
termining this need? 

Ms. Ze^GESER. Well, our opinion is, is that should be taken into 
consideration. I think it goes in line with a lot of the VA’s direction 
in terms of expanding its relationship with the local commiuiity 
and looking at services on a continuum; both VA services and com- 
munity-based care. 

And 80 in our lajdng out of the options we felt that it would be 
a good recommendation to take a look at those resources and make 
them available. 

Mr. Stearns. Mr. Shaw, would you agree? 

Mr. Shaw. No, I would not. 

Mr. Stearns. Okay. 
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Mr. Shaw. I believe, depending on the situation, and it has to be 
looked at on a case-by-case basis, it may make the most economical 
sense if thet^ is not a large enough catchpient area of veterans in 
a specific, small community. That it might be better to contract 
with private facilities with the VA to provide care to Veterans 
contract. 

But over the long-term, no. t think the quality of care in State 
Veterans Homes is much higher, and it is also all-inclusive because 
of the VA rate which includes many things which are not included 
in private nursing homes. 

Mr. ‘Steaiins’. So you are saymg that the quality is higher 

Mr. Shaw.. Vee, that is my opinipn. 

Mr. Steals (continuing). In Veterans than in the community 
nursing hpme? 

Mr. Shaw. Yes, that is my opinion. 

Mr. Stearns. So you would not agrep that when the VA com 
struction grants are available to States that this need should be 
modified at all to reflect occupancy rates in the commimity nursing 
home facilities in the area? ‘ , 

Mr. Shaw. As I said, it would be case-by-case and it would de- 
pend on the situation, but I think it would play a very minor role. 
The care that’s provided in State veterans homes is structured to- 
ward veterans. The care in community homes is. not. 

The typical population in a State Veteran Home is going to be 
80.-plus percent male. The typical population is going to be at least 
inverse in a private community nursing home, with 80-plus percent 
female. And they are not structured with programs and such to 
meet those needs of many of those men. 

Mr. Stearns. Ms. Zingeser, do you believe that there are mpjor 
weaknesses in the system for determining whether a State needs 
more bed? 

Ms. Zingeser. I think that is a question I would rather have di- 
rected to Kathleen Greve. 

Mr. Stearns. All right. Kathleen? Ms. Greve? 

Ms, Greve. Well, certainly it is one of the things that we asked 
Birch.aud Davis,, when we requested this study, to look at as well. 
Geriatiics and extended care encompasses a lot of different pro- 
g^ans and whole continuxun of care. 

'The State Jiome-Prograffli is just one of those proCTams, and so 
for our purposes, and from a national perspective, I thi^ we do 
need to look at what is happening in the local communities where 
State homes are being requested. 

Mr. Stearns. Mr. Shaw, let me put you on the spot. What is the 
case, when you say case-by-case, what is the case where it should 
be considered? Can you be more specific? 

Mr. Shaw. There may be some environments where you do not 
have a catchment area of veterans, and if someone were to want 
to build a veteran’s nursing home where there is no veterans, that 
would not m£^e a lot of sense. 

Maybe there is a few and maybe it would be better served then, 
to provide, that care by contract with local nursing homes and/or 
offer alternative placement into an area that already has a State 
Veterans Home or a VA nursing home. 
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I am an attorney and that is as close as you are going to get me 
tihsiTS* 

Mr. Stearns. You know, earlier we talked about the role of the 
States. Mr. Shaw, if VA sees a need to increase its spending on 
home healfe care and other non-institutional care, is mere a role 
for the State Homes in this area? 

Mr. Shaw. Yes, I beUeve there is. We already had the apparatus 
to provide care. We are already in many rural areas, and we are 
already interested and have made that known to the VA and other 
committees, that we think we could also extend oim care to home- 
based, which would bring continuum closer to where they want to 
be. And we also agree on the continuum of care. 

Mr. Stearns. Ms. Greve, should Congress take VA’s long-term 
care strategy into account in developing legislation to change the 
State Home Program? , . , 

Ms. Greve. well, yes sir. I think there will be some legislative 
changes necessaiw if we are going to change the prioritization 
methodology at aU. Yes sir. 

Mr. Stearns. All right. Mr. Peterson, my colleague. 

Mr. Peterson. Thmik you, Mr. Chairman. I guess Mr. Shaw, I 
fhinlr in youT testimony you say there is $189 million backlog, or 
is that what it is? .... 

Mr. Shaw. Last night I was told that new applidations just smce 
last August^there has been 24 new grant applications requested, 
and that total requested in these new amlicatioM which aren’t of 
record anywhere yet, is $189 million. Ixus is in adcbtion to the 
numbers that they gave you a little bit ago of $260 milhon. So we 
probAb^ have $450 million backlog looMng at us. 

Mr. Peterson. Jis that eveiything? That is everything that has 
been put in? OF isit mOTe than that? 

Mr. Shaw. I would say that is 

Ms. Greve. May I aMwer thdt question since I do the program 
and I do the list? 

Ivir Peterson Rriglit* 

Ms. Greve. The 24 applications are brtmd new. They were not 
included on last year’s list. Last year’s list, which is actually for fis- 
cal year 1999 fiinding — ^we had 88 projects. Of those 88 projects, 59 
of tl^m were- priority-one, and those are the only ones that we usu- 
alty consider toding in a riven year. 

Those were the $241 million dollar’s worth of projects. 

Mr. Peterson. How much of the other ones that were not prior- 
ity-one? , , 

Ms. Greve. I think the total was 348-something. To be honest 
with you I don’t have the munber in my head because I don’t fimd 
those. 

Mr. Peterson. And then we have $189 million besides? 

Ms. Greve. Being added to the list next year, yes sir. 

Mr.. ^TERSON. So we are at $500-and-some million? 

.Ms. Greve. Yes. How many of those will be eligible for funding 
I am not sure at this particular point in time. 

Ifc. Peterson. Would it be^ 

Ms. Greve. We miso have to consider though, of the $241 million 
that were on this year’s list, we did get $90 million fimds, so you 
can subtract' the $90 nuUion. 
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Mr. Peterson. And in order for them to be eligible they have to 
go through yoiu- process or something? 

Ms. Greve. Basically, to bp eligible for funding and priority-one 
with the current metiiodology, they have to have an application re- 
questing what it is that they want to build or what they want to 
construct. And then their State matching funds. 

Mr. Peterson. And that puts fhem in priority-one? 

Ms. Greve. That puts them in priority-one, yes sir. 

Mr. Peterson, /md these other ones, what are they missing? 
The State funds? 

Ms. Greve. Yes, exactly. 

Mr. Peterson. Now we pay a third or 29 percent or 

Ms. Greve. No, in our program we can pay up to 65 percent, ^d 
I believe the question earlier from the Congressman from Florida, 
was whether pr not we always fund 65 percent. The only time we 
do not fund 65 percent is if the State is including in the construc- 
tion sometldng that we do not participate in. 

Mr. Peterson. Oh, this is the construction, okay. I am shifting 
gears here. 

Ms. Greve. Oh, you are talking 

Mr. Peterson. Once it is built then it is a third? 

Ms. Greve. \\(ell, that is what our goal is; to get up to a third 
of the costs of care. 

Mr. I^TERSON. With your 29 percent or 30 percent or whatever 
it is? 

Ms. Greve. Thirty percent, yes sir. 

Mr. Peterson. So this is much cheaper than anything else? I 
mean, as far as we are concerned this is the cheapest way we can 
go, right? So it looks to me like if we spent $500 million we would 
save a lot of money. 

And I just tell you, we just built a State Home in my district; 
we just opened it about a year ago. 

Ms. Greve. Which one is your district? 

Mr. Peterson. In Northwestern Minnesota, in Fergus Falls. 

Ms. Greve. Fergus Falls, right.' 

Mr. PATERSON. It is a wonderful facility. The people in there are 
happy, they, have got a little mall. I mean, it is amazing what they 
have done with this thing. So, you know, I guess maybe by increas- 
ing it to $90 million.laSt year wd 'were maj^e^respmiding'-op-under- 
standing that we' could save this money. 

Maybe the question is to the chairman here, or I don’t know who- 
ever, if we can save this kind of money, why aren’t we funding all 
of these facilities? Does anybody know -the answer to that? 

Mr. Bilirakis. States may not be able to fund their portion. 

Mr. Peterson. Well, but apparently we have got $258 million 
where they cam raise it, you know. Can you get me, if you dpn’t 
have it on top of your head, can you get me how much money we 
would savp if we built these facilities? Compared to what it would 
cost us if we put these people into a conimtmity nursing home or 
into the VA nursing home itself? Has anybody computed that? 

Ms. Greve. Well, I think in part it would be somewhat difficult 
because we are talking about different patients and different needs 
and different lengths of stay. Typically, the State Homes have been 
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longer-term stays than in community-based nursing homes. So we 
are talking apples and oranges here. 

Mr. Pe^pson. WeU, I understand. I guess I would like if some- 
body could give me information about 

Ms. Greve. Well, we might be able to delineate different pro- 
grams and what they provide and costs associated with them. 

Mr , Peterson. WeU, I mean, in reality the reason that people 
don’t stay as long in the community nursing home is because there 
is pressure to g^ them out of there because of the money. You 
know, or to get them other on the Medicaid budget. 

My last question because my time is going to run out is,_ how 
much role does political pressure play in building these facihties? 

Ms. Greve. Absolutely none. I mean, when I say absolutely none 
it is only 

Mr. PATERSON. I find that hard to believe. 

Ms. Greve. I guess that was the wrong answer. 

Mr. Peterson. So we can just disband and go home? 

Ms. Greve. WeU, no, no. The critical role that Confess plays is 
in providing the funding. The way the methodology is set up, as 
Ms. Zingeser pomted out, it is a simple methodology but it is a very 
straightforward appUcation of certain principles that have to be ap- 
pUed for every appUcation. 

So when I say there is no poUtical pressure applied here, the po- 
Utical piece of it is tiie funding of the program. 

Mr. Peterson. Right. 

Rfa. Greve. When we come to the methodology though, it is very 
strai^tfdrwiffd, it reaUy 

Mr. Peterson. I understand that, but 

Ms. Greve (continuing). It really is a cookbook-apptoacb,tyou 


Mr. Peterson. We have $260 million in projects and we have 
$90 miUion in money, so somebody isn’t going to get their money. 
Ms. Greve. That is true but it is— — 

Mr. Peterson. And there is poUtical pressure. I know that be- 
cause we just went through this, getting — I mean, we tried to put 
as much pressure on and the State did and everybody else did. You 

are telling me that that is completely ignored and 

Ms. Greve. WeU, basicaUy what it creates is a lot of letter-writ- 
ing, explaining how the methodology really is pretty tight, so that 

there isn’t any room to move or shuffle projects around; 

Mr. Peterson. In other words, I could look at this list, this $260 
millinn Ust, and I could ri^t now tell exactly how each one of these 

is going to get fiinded because it 

Ms. Greve. Yes. 


Mr. Peterson (continuing). Is based on a formula and 

Ms. Greve. Yes. 

Mr. Peterson (continuing). It is absolutely go that way no mat- 


ter vfhat? 

Ms. '^iREVE. Exactly. 

Mr. Peterson. WeU, I would like to see 

Ms. Greve. And it is done once each year and it is always as of 
August 15 th. So once the Ust is signed off on by the Secretary that 


is the Ust we use 
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Mr. Peterson. So you just go down the list until you run out of 
money? 

Ms. Greve. Exactly, emd then we go to next year’s list and then 
it stEirts all over again. 

Mr. Peterson. Oh, it starts all over again? 

Ms. Greve. Yes. 

Mr. Shaw.. A new list is generated. 

Ms. Greve. Every year. 

Mr. Shaw. And that is why the repair and renovation projects 
get pushed to the bottom every year, which is a concern to many 
people in many districts. 

Mr. Peterson. Oh, I see. 

Mr. Shaw, because the new bed construction takes priority, even 
above life safety. 

Mr. Peterson. Right. Thank you, Mr. Shaw. 

Ms. Greve. And that is one of the , 

Mr. Stearns, I thank my ccdleagues. Mr. BiliraMs? 

Mr. Bilirakis. Well, thank you for being here. It is established 
that a partnership tj^e of nursing home— State, federal — ^would 
cost the Federal Government at least, less dollars. Now, there are 
24 applications in total that you are considering now, or just those 
are 24 new ones? 

Ms. GREVE.t Those are just 24.pew ones. 

Mr. Bilirakis. All right, in addition to how many? 

Ms. Greve. In addition to the 88 that are on this year’s list. Of 
tha 88 on this year’s list well fund approximately 15, and a portion 
of one additional project. So you subtract out 15 from 88 and add 
24. 

Mr. Bilirakis. But all of those, let’s say the total of those figures 
comes out to say 100 or whatever it turns out to be. Even if all of 
those were granted — ^well, let me ask you first about the quality of 
the applications. 

If you had the dollars, and could fund eiU of those you feel really 
qualify— in other words, in terms of needs and etcetera, etcetera — 
what would be the qualify of them? 

Wbtfi^ you say that if you had the dollars you probably would 
fund'them atll because they all meet the need requirement and the 
other criteria? 

Ms. GRkVE. Oh, yes sir. I would say yes. 

Mr.^BlLiRAKls. You would say so? 

Ms. Greve. Yes, 

Mr. Bilirakis. So you are not really getting many applications 
of the types that Mr. Peterson mentioned where, you know, new in- 
dustry has created a thing. The dollars are there so let us start a 
State nursing home? 

Ms. Greve. Well, no, I wouldn’t — ^I think the States give a lot of 
thought before they submit an application and it is quite a lengthy 
process within each State. 

Mr. Bilirakis. And I know he was referring to private and this 
is public, right. State, so that would not be applicable. So if then, 
all of these were funded, and again, hitchhiking on Mr. Peterson’s 
questioning, if all these were funded, right now we have a 21.4 per- 
cent market sheu'e based on long-term care needs of veterans in 
1997. 
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In other words, there is approximately, what, 69 percent of need- 
ed veterans nursing home beds are not available for them.. How 
mucli of that would be satisfied by virtue of funding?*-. 

sinall nvimbers, perc^ag« 5 W^ ttong 
is, it is net t^^ay's/iiied ttot 'scares, me; it is ne®d 5 anAilO 
years out; £ieeau8e%iis a tid^^ave of aged»- Ij^.vefcw^s., Hwe 
of ^emiis® be sMe torbe deidt"wit^ 'wi&.bmite lieiMf ciire^'Aut 
many of them nre going to have to fibve aftemative ^acemeats and 
long-term cdre settings. . 

Mr. Biurakis. And there is certainly a need for the community- 
based nursing — 

Mr. SHAW.Tes, there is. 

Mr. Bn-IRAKIS. And I am not trying to belittle them in way. 

&&•. Shaw. I am not eithler, sir. 

Mr* Bi t-trakts . And I hojpe that they realize that. But I guess the 
bottom Hne here is the veteran and their needs. And you are never 
going to ever reach 100 percent, I don’t care how much need there 
is out tetere, in aoy issue, in any respect. 

But much of the aoluticHi, too, is the fact that it is costing the 
Federal Government less money if they were to encourage, if you 
wil^ morft of these State nursing homes. 

Even more so than the community-based, wotfid^^you say, Mr. 
Shaw? • 

Mr. Shaw. I will give yoii ^ 

Mr. Biurakis. In terms of dollars. And I am not talking about 
the •= 

Mr. Shaw. Iti^t, I will give you the dollars. On page 4 of my 
sheet, I believe it is, we have nursing care comparison figures for 
FY98, where the VA per diem was 45.63; fhe average VA contract 
nursmg home care per diem cost per day was 14S;84; ad#thaaVer- 
age VA nursing facuity cost was 255.25. 

Bb if you are comparing those costs I woidd say % is greatly dif- 
f^^t. ■' ■' 

Mr. Biurakis. Yes. Of course, if you had the 65 percent construc- 
tion cost crsnked in there somewhere l^at would.be higher 

Mr. ShaW. If you. amortize that over the number of years, 20 or 
30, it would be-^ — . 

Mr. Biurakis. But still, I guess maybe an intelMgent answp 
without going right into the specifics right now would be, it still 
would cost the federal taxpayers less dollars if we went this route, 
ri^t? 

Mr. Shaw. I believe so. It shiite the burden to the State. 

Mr. BiLlRAKis. The next question, agein we don’t have the States 
here to respond, but the next queeti^fis, would the States have 
the dollars? Now obviously, the applications have gone in. They ap- 
parently feel that they have the matdiing dollars. 

But in terms of applications .that have not been submitted where 
there is. need out ^ere, would the States have the doUars? If we 
sweeten Hdie pot in some way, were able to- reuse more doHars to 
make up the federal share, and provide additional per diem dollars 
or something of that nature, would we see a higher number of 
States’ applications coming in? . s r- 

Mr , Shaw. I think there would be much more involvement than 
there is now and that is what I have heard fium members inside 
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the Association; that we look at 40-plus States, and 1 would think 
you would see much higher participation than it even is now, be- 
cause the demand is there^ 

Mr." Bilibakis. The’ States right nowj first of rfl we he^ that 
many of them have surpluses; and then we’re taUdng about/ you 
know, tobacco dollars have been discussed in this committee quite 
often lately. But that is quite a,* I guess I will call it a windfall for 
the States if they are able to keep those dollars; if we can keep the 
administration from getting their hands on it, which is what they 
are trying to do. , . . . I 

But those .would be dollars, Mr. Chairman, those would be the 
tobacco doll^s would be dollars that couldJbe^availalfle fbr^this par- 
ticular^^purpose. ' ‘ „ 

Mr. Stearns. Yes, and we have a bilj: to- that effect;’ that some 
of the tobacco dollars will actually accrue to the veterans in the 
final settlement,. So E think it is a good point. . ' 

Mr. BffiiRAKiS. Thi6ik you very mudi. . ? : 

Mr. Stearns. Well, I thank ^e witnesses for coming. I knowhow 
valuable your time is.; too, and now we will have the third panel 
come forward. ‘ i v 

Mr. Steve Watson. He is ’'administrator with the Qcala 
Harborside Healthcare Nursing Home.'* I am particularly pleased to 
welcome Steve who is a constituent who I know, who is ^so a vetr 
eran. And Mr. Richard Jelinek, a senior vice president of Managed 
Carie Solutions. ' 

So it is indeed an honor to welcome a constituent and Mr. Wat- 
son, we would be glad to have your opening statement. You can 
proceed at your pleasure. 

STATEMENTS OF STEVE WATSON, ADMINISTRATOR, OCALA 
HARBORSIDE HEALTHCARE d^WSING^HOMB! ON cBEHA^dOF 
THE AMERICAN HEALTH CARE . ASSOCIATION; RICHA^ 
JELINEK, SENIOR VICE PRESIDENT, MANAGED CARE SOLU- 
TIONS, D^C. 

^ ^statement OF STEVE WATSON 

Mr. Watson. Chairman Steams and members of the subcommit- 
tee, my naMe is Steve ^.Watson. I am the administrator of 
Harborside Healthcare in Ocala, ’ Florida, wh^e we cace for 180 
residents: Lam herO.today representing myself and the American 
Health Care Association. :/ 

AHCA’s membership has worked mth the VA in providing long- 
term care for veterans. We are eager to continue working with the 
VA to. s®rve the growing Imig-term health care needs of veterans. 
We appreciate your invitation to testify on the Federal Advisory 
Commission Study on the Future of VA Long-Term Care. 

Li^me to you today, both as a nursing home administrator and 
a viteraaa,ihaving served 18 years, ih the.United States Navjr. This 
combined ^cperience allows me . to see the issue from both sides. I 
bdieve wh^n a Veteran needs long-term:<.earB they need and want 
qualify care as closely as possible to home. 

As your society ages, we have been hearing more and more about 
strains being put on our long-term health care system by our grow- 
ing aging population. We understand that the VA is truly at the 



29 


crossroads in trying to meet the demands for services by coping 

with limited resources. ... . . „ ... 

I the work of this commission in recognizmg that solu- 

tions, must be found to the problems of pro^^g ^d paymg for 
care We are an active participant on the Federal Adviso^ Com- 
mission., Generally, we support the report’s findings and I would 
lilf fi tn highlight some of them u a* 

AHCA supports the recommendation that the VA should retain 
its core of VA operated, long-term care services and improve the ef- 
ficiency of operations. We especially agree with the recommenda- 
tion that most new demand for care should be met through con- 
tracts and existing State Veterans Homes. 

The VA may not need new construction to flilfiU its obligation re 
our veterans when the needed beds are available m the commumty. 
We believe that the VA will make better use of the limited dollars 
by expanding its community contract nursing home prpgrn^. 

AHCA members, nursing home coordinates with VA m ttos suc- 
cessful program. The VA initiated the Multi-State, ftogram m 1996 
to allow veterans to access nursing home care in the commumnes 

near their families. , 

Through a besl; value competition, the VA awarded contracts to 
seven companies and this year will expand tlm pro^am to 
and regional long-terin care providers as welL We help the VA^ oy 
help ing to care for Gie yetorans in their ov?n.?on|inppitie?. 


This is not only Hie, best thing for tlm veteran, b^t, it faves the 
VA money. You don’£iiaye‘tohe a veteran, home, provider, a home 

^*For instance, there is a nursing home in JJapoleanydle^ ^ that 
>inH created its own veterans wing and holds its socims .eyery 
Thursday in the mall over in New Orleans. They also provide nurs- 
ing home care to veterans to programs that offer grains to States 
for facilities construction and renovation through the State Veter- 
ans Nursing Home Program. aTIOA 

it pays up to 65 percent, of construction home costs. AHCA agrees 
with the. comnuteion’s recommendation that the VA shovud 
tinue this program. However, we are concerned that the fiinding 
formula dues not consider the availability of care in existing nurs- 
ing homes in the community. , j • 

We believe the VA should use its limited respmcss to build m an 
area only where there is a demonstrated need. Let me give you an 

example^siana, the State government is considering three addi- 
tional State veteran nursing homes at a time when Louisiana s pri- 
vate nursing home, industry is operating with an average annual 
OGgui)?»cy rate of only 81 percent. ™ 

TTife sMae is true ibr Minnesota. T^e State legislature authonzed 
three new>Stete.yeteran nursing-homes to be, built even though 
th^e M iU meratoiium on new construction because this excess ca- 
pagite exists m nursing, homes. ^ 

In Cadifornia, the State continues to send grant requests to the 
VA to build more homes despite 80 percent occupamcy rate. In fact, 
I know of inany homes in my own State around the country that 
would be proud to honor and serve the vets. 
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I want to commend the commission on the development of the 
long-term care quality index that would standardize and measxire 
the qufdity of care delivered to the vets. The process would include 
an ^aassment of patients over age 70 who may need long-term 
care sendee. ' . 

-AHOA strongly suj^ports the use of outcome measures, quahty in- 
mcators. We are proud to see tiie VA at the forefront. I^ank you 
for m^dting me to -testify. We lo(& forward to the policy solutions 
of the committee - and the VA will recommend for providing long- 
term care for vets. 

We want to continue to be actively engaged in developing these 
solutions and we offer otir full assistance. 

Thank you, Mr. Chairman. 

prepared statement of Mr. Watson appears on p, 109.] 

Mr. Sl^ABNS. Thank you, Steve. We appreciate again, as a con- 
stituent, commg forward. 

Mr. Richard Jelinek, senior vice president. Managed Care Solu- 
tions, for your ep^ing statement. 


STATEMENT OF RICHARD JELD^K 

Mr. JELn^K. ITiank you. Chairman Steams and^members of the 
He^ Subcommittee; Thanks for inviting uls here to talk about 
oim company, Mahagfed Care Solutions, this mbrnMfe. 

We have been asked to describe our emerience assisting govern- 
ment ageimies, such as Medicaid, in assisting them to improving 
access to long-term care and other medical care services, specifi- 
cally as it relates to frail, elderly, and disabled individuals. 

I would ask that my full hearing statement is entered into the 
record. 


Mr. Stearns. By unanimous cmisent, so ordered. 

Mr. Joiner; Managed Care Solutions is a national health’ care 
comply speaklizing in the administfatioh of long-term care serv- 
ices. Currently, we provide health care management and other 
sempes to over 170,000 people in eight different States— 50,000 of 
which are chronically ill or disabled, and some 6f which are veter- 
ans. 

There ^e three reasons why we believe our experience is rel- 
ev^t to the work of this subcommittee and the missioh of the De- 
pi^m^t of Veto^ttaa^Affafre.- - ^ . 

4 . ®*®*^'^* ^e girapisliiig with a demo^aphic challenge similar 

to that facmg the VA; namely, a population at risk for lohg-tem 
care services that Is expected to ihfcrease five-fold in the next 4 
years.' , , - 


SeOond, key elements m our tested care Management approach 
mimor that of the recommendations of the Federal Advisory Com- 
mittee On the ■fHitttre of the VA Long-Term Care. 

by putting this approach into practice in States such 
^ ita^ena and^'^T^ekas; we have' found"^ success by increasiag access 
care^eendees, improvint quality, controHhig costs or 
es^gjaen of those costsj'lmd improving patient sal^fofeifi^n 
to adTOon to Aese benei^s these pf-ograMs also alow for a 
more premetable outcome of growth and demand for services. The 
critical success factors in our care mahagement approach match 
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many of the Federal Advisory Committees recommendations to the 
VA md I would like to touch on a few of those. 

The first element contributing to oiw success is 
mv'e coordinated continuum of bundled ser^aces, wd yw l^e 
heated, a* lot about that this mon^g. What we do is 
health care prescription care> institutional care, social care, an 
aS cS^%S blenS them all together ao there is one entry- pomt 
for all services for individuals using our systems. 

It cannot be overstated enough that i^ess all semces P J^® 
continuum are available and coordinated it is gomg to be imp 
sible to manage effedively, each individual s needs. framed 

The second success element m our progr^s are higWy tr^ed 
care coordinators. We use nurses, social workers who work pertly 
with the family, the patient’s family— excuse >»®— ^^® *^® 

patient’s family and the physicians, to develop mdiindual care 
plans and do ongoing assessments as it relates to their needs. 

^ And the third element is, we use mfomation sjratems to track 
data critical to managing the care of that m(^du^. c»e 
managers actually carry laptop computers with them 
^ssmlnts in the home or in the nursing home, and f t®r ^s. We 
are able to not only monitor the provision of care that is hemg ren- 
dered to that individual but look at outcome studies over a period 

‘^^Ifourth success factor, and I will speak more about it in a mo- 
ment,' placing the patient in the least restrictive setting m wtech 
to care for tiiat individual. Sometimes we have to create ^ter- 
natives where there is no care available, such as m ’^al m^kete. 

And the final critical element m our success is a quality ^ur- 
ance oversight. We continuously monitor quality outcomes, utih?a- 
tion, and cost of services of our patients and assure we are meeting 
our internal requirements as well as those of the programs that we 

w^t^^re-emphasize the fourth element, and it agam was dis- 
cussed in detail earlier today, and lhat is, developmg alternatives 
to nursing home care, because that is undoubtedly one of tee most 
important components of implementing a sound and affordable 

^°^ur^^erience is^that unless a fiill ran^ of long-tenn care se^- 
ices and settings are available, it will not be possible te ®teetch the 
current resources we have in the Medicaid busmess and in the vet- 

^'^We ^CTefore, agree with the Federal Advisory Committee in rec- 
ommendation to the VA to broaden the provision of r®spite in all 
settings, allow for the payment of assisted living and residential 
care, expand the VA benefit package to include nursmg home care 
when that is toe most appropriate setting. 

We also want to talk about the expansion and agree with the r^- 
offimehdation for home and community-based senaces to inaKe 
them'4vaflable, if that is the preferred placement site. We look at 
pTii-iipnl outcomes and clinical need to determme if a better settmg 
might be in a home setting versus in an institution. 

And lastly, a way that was asked earlier about who makes the 
decisions about the care placement, we’d recommend that the VA 
look at care coordination a bit more and using care management 
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as an oversight mechanism to help work on individual care plans 
for the veterans. " i. aj • 

BksSi oh ^peri©ace and Uiese recommendations^ of the Advi- 
soiy C/p^mliieei \^-Sttg^st that this 'Subcommittee direct the VA 
to oni#S^^sevei^ lO®g-iewa. «ath^ .»demonstratton progr^s in 
OTder^tO teet the tU&pa^- ol'Oare coordah^imi On the VA’s ability to 
delivOf'iQhg-tOnfi'cbres^Mces'to ihbfe veterahhwt there. 

I thank you for ydiiT' V • . ^ ' ■ ' 

{The prepared statement of'Mr. Jeiinek appears on p. 114.] 

Mr.’ St®arnS; I ihaOOk both of you. I really just have one. Your 
testimony will be part of the record, of course, and we appreciate 
'what'you havfe provided. Steve, you heard the second panel? 

You heard Rhr. Shaw- who is the president of the National Asso- 
ciation of Stste Veterans Homes indicate that Slates want to bvdld 
more homes, ^d maybe the two. of you could just comment on 
what the second panel said as sort of a basis for your testimony. 

Mr. WatSONi Vtell, if I heard him correct; he said something like 
there were-24 applications. Is this correct? 

Mr. Stearns. Yes. 

Mr. Watson. In reference to the 24 applications for new con- 
struction. It is 'my imderstanding they have been requested not 
necessarily granted. My ^strict is governed by the state North 
East Health Planning Council which controls the number of new 
community beds allotted to our district. We submit letters of intent 
in case we decide at a later date to apply for a certificate of need. 
Those that do apply are then selected oy the Health Care Finance 
Administration. 

And so if you look at our district you would see probably that 
there are 16 or 20 applicants in there, but only two or tMee of 
them are serious about it. We do that so we won’t miss the dead- 
lines on them. Later on we maychange our mind. 

So I am not saying this is what happened. I am tellmg you this 
is the way we usually’work it in tiie community-based institutions. 

Mr. Stearns. Mr. Jelinek, do you want to add to anything ti^at 
was hi the second panel in terms of the criteria for, and generally 
the decision to build more State veterans homes? 

Mr. Jelinek. I think that there are two things. One is each g^- 
griEq)hical area will have to lock at what the capacity is and >raat 
the needs are for that area, but I would like to focus this group on 
that ttiere are cheaper-sdtematives. 

We found that up to 35 to 40 percent of people in a nursing home 
today dmi’t necessarily belong in a nursing home, and they can bet- 
ter be seen in a home and community setting if the appropriate re- 
sourtesand network 'are established to support their needs in a 
home. .. t 

For example, we will in certain instances, hire a family member 
to stay at honie because that is more appropriate than putting 
then in a $35,'0fiO-a^year nursing home. We%can pay an individual 
what* is necessary to' make the bills /^d tOistey. at home because 
they are'Wbrking for minimiun wageJelsewhere, we can pay them 
a little bit more and .teain them- to take' care of their elder one or 
the ohe thaf needs bervicies, and those are altematiyes. 

So I can’t comment because I don’t know the individual needs on 
'beds; but I can ssy^ that there are other alternatives for placement 
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in a ntirsing home that might be more appropriate, and better uti- 
hze the existing beds that are in place today. . 

Mr. Stearns. I thank you. My colleague, Mr. Buir^s. 

Mr Bilirakis. We have a vote on the floor, Mr. Chainn^, ana 
I know we certainly don’t want to keep these good people here lor 
an undue period of time. So I guess I will hold off. 

The tiiought that I would have is as I have already iMicated, 
there is certainly room for and a need for, the commumty-based 
nursing home; there is no question about that, .^d what we have 
got to kind of consider here is the bottom line bemg the veteran 
and their needs, and the best way to get it done. .. u a 

And in the mix of course, would be you guys, a c^munity-basea 
nursing home. But you have made a comment, Mr. Watson, in your 
written statement something about, you talked about mwe efnaent 
and quahty and all that. Then you also said something about 
cheaper, less costs, and I think you used the woMs Jif needed . 

Well, obviously less cost is always needed. So I know you OTe 
communicating with Mr. Steams but I would suggest that we ve 
got to take into consideration all of these things and the more m- 
formation you can furnish us in terms of the role that you aU play 
and the costs ultimately to the taxpayers, and also not excludmg 
obviously, quality and efficiency and you know, really taking care 
of the veteran, the better we can do our job up here. 

It looks like no matter how many State nursmg ^mes we add 
in the mix it is not going to really bite into the n^ds as much as 
we would hope. So community-based would alwayrbn there. 

I know for instance, there is a veteran in my ai^ who is do^ 
in a community-based nursing home. I am npt reafly 
gree the VA is cohtributing towards him. He wants 
Land o’ Lakes, the new State ntirsing home there— wmch by toe 
way has not gotten its license from toe State yet even though it 

is a State home. „ o ■ 

It has supposedly been open for a few monies now,^r at least 
a few weeks because I was there for toe dedication. ^ 
case, he wants to transfer because he wants to be mto lus fellow 
veterans. I guess he feels he would be more comfortable there. 

But I don’t know for instance, vtoat toe costs will be to toe VA, 
what the costs win be to him, what the costs will be to the State 
if he transfers versus the costs today when he is in a commumty- 


based nursing home. , ^ ^ 

These are all things I think that we all need to get m our mmds 
in order that we can make our decisions. Thank you very much. 

Mr. Stearns. I thank the third panel, particularly Steve for com- 
ing this distance and helping out. We have a vote and we have 
about 5 minutes to get to our vote so we are going to conclude toe 
hearing and adjourn this. And again, I thank you for your tinm. 
[Whereupon, at 11:15 a.m., toe subcommittee was adjourned.] 
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APPENDIX 


Statement of Congressman ClnistopIteT H. Smith 
Thpi^y, April 22, +9^9 

Veterans’ Affairs Health Subcommittee Hearing bn Long-Term Care 

The Need for Respite Care 

Thank you, Mr. Chairman, for convening this hearing on a topic that is of great interest 
and importance to oiir nation’s veterans as welt as their chiltfaen and grandchildren. As Congress 
discusses the future financial solvency of Socud Security and Medicare, we must dso face the 
fact that as Americans live longer, their healfii care needs will continue to increase. Medical 
advances are prolonging lives but also providing new challenges as we strive to provide quality 
long-term care services for America’s senior citizens, many of whom are veterans. 

Today’s hearihg seeks to find answers to the long-tenn care needs of America’s veteran 
community. The report issued last November by the Federal Advisory Conunittee on the Future 
of VA Long-Term Care was very timely and contains a number of worthwhile suggestions and 
recommendatibns to improve the VA health cafe system. Clearly, Congress needs to ensure that 
our VA system will continue to provide quality long-term care for our veterans. 

I have been a strong advocate forfinding ways for people to prepare for and meet their 
family’s long-term care needs. For example, this year I have reintroduced legislation — the Long- 
Term Care Advancement Act (HR 27S) — to help American families prepare for their future, 
long-term aue needs. Under my proposal, families who are taking care of a disabled spouse or 
parent in the home can obtain desperately needed tax relief in the form of a $500 refundable tax 
credit. In addition, HR 275 makes long-term care insurance policies more affordable by allowing 
taxpayers to withdraw a portion of their money from their IRAs or 401 (k) plans tax-fiee and 
penalty-fiee. 


I want to draw attention to one of the 24 recommendations contained in this report, which 
concerns the subject of respite cate. The facts about long-term cate are that the va^ majority of 
LTC services are already being provided in the home. This is important to’recogni^, because if 
it were not for the millions of compassionate and courageous spouses and aduh' children caring 
for their Ipued ones at home, the costs of providing these services financially would^e:-, 
overwhelming. So tbeJcey is to find ways te^ble these care givers to continue providing care 
in the home for as long as they want to and it is feasible. That is where respite care co^es itt. 
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The premise of respite care is that it enables the spouse, adult child, or other care giver of 
a veteran to be given a break fiom their duties. Many senior citizens who are diagnosed with a 
long-term, debilitating illness choose to reside at home because of the independence that it 
affords as well as the intangible and tangible benefits of living in familiar surroundings. 

However, the day-in and day-out cate that is needed by a dependent person, whether it is 
providing meals, doing laundry, or administering medication, vtdiile willingly and lovingly 
provided, do take a toll on the care giver over time. Before you know it, the veteran is not the 
only one with a health problem because their care giver may often find their own well being 
deteriorating fium neglect. Respite cate provides time off for a family member so that he or she 
may take a few days to regain their own strength without fear of leaving their loved one home 
alone. 


However, under current VA regulations, veterans and care givers in need of respite care 
are forced to travel to a VA nursing home to receive respite care. This is counter-productive 
because it places the care giver in the position of transporting the veteran to the nursing facility. I 
am willing to guess that this alone is probably a deterrent for a care giver pursuing the respite 
care option. 

The advisory committee similarly saw the need for expanding the definition of respite 
care so that a veteran mtQ' receive respite cate in his or her home or at a non-VA facility close to 
them. This is a common sense proposal and I will be introducing legislation shortly after this 
hearing which will codify their recommendations into law. In the meantime, I look forward to 
reviewing the testimony of our witnesses and thank them for their tune and efforts on behalf of 
our nation’s veterans. 
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April 22 , 1999 


Thank you, Mr. Chairmar^. I am pXeaae.d that we are here today to 
discuss ~ long-term care for our nation's veterans. X thank the 
witnesses for taking the time to prbV^ide their perspectives on this 
in^ortant issue . 

As we know, long-term care is an issue that will affect a growing 
number of veterans as we enter the 21st century. The median age for 
veterans now is 57 years. According to the Department of Veterans 
Affairs, the number of elderly veterans will peak during the first 
decade of the 2lst century. Although the veteran population will 
decline by appro^mately thirty percent over the next twenty years, 
the number of veterans who are, 65. years of age or older will more 
than tr-iple during that time. Next year, the number of veterans age 
65 and older Will reach an all-time high. Make no mistake-'- our 
nation's aging veterans will need 'institutional care. 

Compared to their civilian counterparts, veterans generally have 
lower incomes, have less health insurance coverage, are more 
frequently minorities and are more likely to have disabilities or 
be unable to work. Although VA provides quality long-term care 
services for many of our veterans, severe budget constraints and 
the transformation from a hospital -based system to an outpatient- 
based system prevents our veterans from receiving the adequate 
long-term care they are entitled to and deserve. Without the 
desperately needed increase in the VA budget for the next fiscal 
year, long-term care will continue to be inadequate. Increasingly, 
the VA is implementing policies that restrict length of stay for 
long-term care patients and reduce the number of beds that serve 
them. Most of the reductions in inpatient care do not appear to be 
complemented by increases in care delivered in outpatient settings. 
This situation cannot be tolerated. 

Mr. Chairman, VA must meet the challenge of satisfying needs for 
long-term care services. Ej^ensive programs for managing the 
special care needs of the aging veterans population, such as 
Alzheimer's Disease programs, will not be able to continue 
operating under the current budget. Congress should make long-term 
services for veterans one of its top priorities. 


FA«TE93N •*C»CWO*«Aa« 
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STATEMENT OF THE HONORABLE MIKE DOYLE (PA-18) 

SuBconunilfee on HeaMi Hearing on VA Long Teem Case 
Apra22,1999 

Thank you Chairman Steams and Hanking Member Guiierez for convening ttiis 
morning's hearing to examine the current state of VA Long Term Care and to 
further discuss what the future holds for the system. 

We have a distinguished group of panelists with us today who represent 
different facets of VA Long Term Care. I want to welcome all of you and 
encourage you to be forthcoming aboutyour concerns regarding VA Long Term 
Care as we now know it In addiiiotv I want to encourage you to be up-fremt 
aboutyour recommendations for making necessary and perhaps dramatic 
changes to improve the quality of ffie system, as well as ensure its existence. 

Given the current budgetary climate and the no-growth budgets that the VA has 
been dealt for too many years now, VA Long Term Care is not just at a 
crossroads - it is balancing precariously of foe edge of potential collapse if foe 
appropriate measures are not taken. The sand has run through foe hourglass of 
discussion on this critical matter - decisive and far-reaching strategies miist be 
employed. 

I want to reiterate my firm belief that foe most basic of commitments we have to 
our veterans is to provide them with timely, appropriate, and quality health care 
health care treatment and options. Without question, veterans should be 
guaranteed access to a full continuum of hea^-care services, including long- 
term care. Reports indicating foat foe VA is not pi^iding, or adequately 
exploring offering a range of long-terin options is troubling tp.,say foe least Add 
in foe fact that beds are being eliminated at significant rates and, that yety are 
being pre-maturely discharged in some networks to control costs - and foe 
scenario becomes unacceptable. This simply can not be allowed to continue. 

As many of you know I not only represent one of foe largest veterans population 
in foe country, but one of foe oldest And I can tell you foat they are deeply 
concerned about VA Long Term Care. In my View, foe VA conunitment to Long 
Term Care should be steadfast and heightened to meet current and future 
demands. In short the VA should not pick and choose among health care 
services, nor should one concentration of medical care be pitted against another. 

I am encouraged to hear that internal Committee discussions on improving VA 
Long Term Care have-begtin and I look forward to playing a role in this process. 
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STATEMENT OF 
CONGRESSMAN LANE EVANS 

rankingijfmocslatic member 

COMMITTEE ON VEiaERANS AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 
Apra 22,4999 


VA’s Long-Term Care Programs 

Good morning, Mr. Chairman. Thank you for conducting this important 
hearing today. I am pleased to release the findings from a survey of VA Chiefs of 
Staff I asked my staff to conduct last summer. I do not have the time to address all 
of the findings of this report today, but I would like to ask that the full report of 
findings completed by my staff be submitted'for the record and I invite members to 
discuss findings with me or my staff. The survey, administered to all Chiefs of 
Staff between August and September 1993, focused on workload and policy 
changes that had occjured in VA’s long-term care programs since the VA’s 
management was decentralized in 1995. 

Since 1995, VA has undergone enormous changes^r^many for the better. 

VA was quick to tout the improvements in quality and the new veterans it treated 
in successive years. VA has been less quick to acknowledge some of the 
problems. For awhile it was hard to tell what was happening in the networks, but 
its clear we are just beginning to see some of the effects of the revolution. 

Recently, I had heard enough from my veterans and the press to indicate 
there was likely systemwide change taking place in VA’s long-term care projgram. 
At this point, I realized the critical need to determine systematically, the’changeg 
taking place around the country. I requested my staff to administer the survey, 
which was completed, by almost 90% of the chiefs staff around the system. TTie 
survey confirmed some emerging concerns. Key findings included: 

• Many facilities have changed the mission of nursing home beds. Many 
of VA’s nursing homes now offer post-acute restorative, rehabilitative 
and palliative care, rather than ongoing care, for age-associated problems. 

• The number 9f nursing home beds VA funds or operates and other VA 
beds devoted'ta Idng-term "care dropped. The system lias for some time 
been increasing these beds anticipating the peak in demand that aging 
veterans will have). 
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• VA medical centers are restricting, beyond legal parameters, the amoimt 
of care they will reimburse in private sector nursing home beds. 

• VA is investing less of its budget in long-term care programs than 
Medicare and Medicaid invest in similar programs. 

• While there has been some growth in the use of home and community 
services, VA has not yet made significant new investments in these 
programs. 

• There is a great deal of variability in the tj^ses and amounts of long-term 
care in whieh the system’s 22 networks choose to invest. 

The reasons for the changes are numerous. Twenty-two network directors 
nationwide now make decisions about policy and funding that were once made at 
VA Headquarters. Service Chiefs at Headquarters who once made decisions about 
various programs, including VA’s geriatric services, have now become 
“consultants”. In their new roles, consultants offer advice about program 
management, but no longer directly manages them. 

Along with tighter budgets for the agency, a myriad of challenges 
confronted health care and VA in this sea of change. Nursing home care, which 
VA offers to veterans at the discretion of the Secretary of the VA, became a 
vulnerable program and Headquarters, by design, had little ability to affect network 
decisions. VA’s funding allocation model changed making less money available 
for nursing home care. Veterans’ demand for services was reaching a peak as the 
population, particularly veterans of World War n, aged. Managed care providers 
were influencing a general shift from inpatient care to home and community based 
settings, and nursing home care was affected by these trends. 

The frail and elderly are often not able to advocate for themselves so this 
issue may have taken longer to grab our attention than changes that effect more 
vocal populations. Still, it is astonishing that so much change occurred without 
any public dialogue. I hope that this report will at least help us understand what 
we are dealing with and informs our debate over this critical issue. 

I look forward to hearing from our witnesses today, particularly from the 
distinguished Chairman of the VA’s Federal Advisory Committee on Future of 
Long-Term Care who has made a number of recommendations I believe VA 
should seriously consider. Jack Rowe has made many contributions to VA’s 
policy and practice over the years, first as a VA employee, and since he has left the 
VA, as a well regarded advisor on many Commissions, including the effort to 
address the “The Future Structure of VA Health Care” of several years ago. We 
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are grateful for your continued service to the nation’s veterans. Thank you again 
for holding this hearing today, Mr. Chairman. 



41 


THE DEPARTMENT OF VETERANS’ AFFAIRS 
LONG-TERM CARE RESOURCES 

Findings from 1998 Survey of VA Chiefs of Staff 
-A Committee on Veterans' Affairs 
Democratic House Staff Report 
to Congressman Lane Evans 
April 21, 1999 


Submitted by 
Susan Edgerton 
Democratic Staff Director 
Subcommittee on Health 



42 


OVFRVTFVV 

Serving a universe of aging veterims with static resources, VA must meet the challenge of 
satisfying veterans’ needs for long-term care services 10 to IS years befdr-e the rest of the nation 
will face the peak of long term care needs for a graying America,. Jhe median age for veterans 
is now more than 57 years old. Veterans who rely on the VA health care system are even older 
on average, more likely to be poor, represent minority groups, have less eduction, and have less 
reliable social support systems. They are less likely to be insured and mpreTikely to view their 
health as fair or poor — in fact they are more likely to have comorbidities that complicate 
treatment than their peers. All of these factors make many veterans expensive and difilicult to 
treat. 


It has long been assumed that because its population is older, its services integrated, and 
its research and teaching capacity available to investigate questions about irmovation and cost- 
effectiveness of care delivery models, VA could serve as a model for long-term care delivery. 
However, some factors complicate VA’s ability to become this model. Within the last five 
years, VA has become more decentralized, hampering the effectiveness of centralized policy 
making, platming and monitoring efforts. It has also committed itself to living within a “frozen” 
appropriation; this allows no growth for inflation, pay raises, or uncontrollable cost increases. 
Any growth in funding is expected to come from outside funding streams. 

VA’s delivery system is becoming more conununity-based and less dependent on its 
physical plant. In fact, the Under Secretary for Health frequently refers to VA facilities as 
“hospitals without walls”. For the first time, VA is implementing enrollment. Once enrolled 
veterans may receive a basic health care benefits package for as long as VA has space and 
resources available. This year VA is enrolling every veteran who applies — including those in 
higher income groups without service-connected disabilities who have generally not been served 
by V.A facilities in recent years. This policy is an effort by VA to increase the number of 
veterans it treats and thus bring down its per veteran overhead costs. In order to accomplish 
these goals, VA is opening community-based clinics all over the counfry, while simultaneously 
closing beds, wards, and even hospitals at a rate no one imagined possible as recently as five 
years ago. 

VA’s basic benefits package does not include long-term care. In a fiscally strtqrped 
health care system seeking to serve more veterans with fewer “real” dollars, assigning a 
“discretionary” label to these benefits does not bode well for their consistent and reliable 
delivery system-wide. Indeed, expensive long-term care and rehabilitative services — 
traditionally viewed as V.A’s “specialties” — seem to be the first casualty of cost-saving efforts. 
Recent implementation of policies restricting length of stay for long-term care patients and 
drastic reductions in the beds that once served these individuals demonstrate this tendency. Most 
of the reductions in inpatient care do not appear to be complemented by increases in care 
delivered in outpatient settings. Marginal increases in home care visits, adult day health care and 
residential care are not offsetting the decreases in average lengths of stay and the growing 
demand for services. Instead, in many cases, VA appears to be emulating the private sector — 
referring some of its hardest-to-treat patients to Medicare. Medicaid or other payers. 
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Changing Patterns of Health Care Use in the VA 



Outpatient 

Visits 

Inpatient Days 

Unique Users 

Avg. Visits/User 

Avg. Days/User 

1994 

25442000 

30604520 

2800000 

9.09 

10.93 

1995 

28939000 

29599427 

2858582 

10.12 

10.35 

1996 

29295000 

27288860 

2937000 

9.97 

9.29 

1997 

30436000 

24583845 

3142085 

9.69 

7.82 

1998 

(est) 

32761000 

23157790 

3278946 

9.99 

7.06 

1999 

(est) 

34703000 

22031035 

3413394 

10.17 

6.45 


There is some good news. VA is working harder to treat its acute patients more 
consistently. It has implemented preventive care, chronic disease, and palliative care indices to 
ensure that these practices are delivered in a more predictable manner system-wide. It is 
implementing clinical practice guidelines to ensure the consistent delivery of "best practice” care 
for asthma, diabetes mellitus, ischemic heart disease, congestive heart failure, and major 
depressive disorders. End-of-life care, including pain management, has become a major focus of 
the organization. VA is participating in a major initiative with the Robert Wood Johnson 
Foundation to design effective programs for end-of-life care. Geriatric Research Education and 
Clinical Centers have made major contributions to the practice of care for the nation’s elders. 

Most of these programs, however, are centered upon the acute phase of disease or chronic 
disease management. But questions sdll remain; what role should VA play in offering 
supportive or custodial care for frail, elderly veterans and other vulnerable veterans who, because 
of physical or mental impairment, require assistance with daily living activities? If so, how 
should it be funded? Does VA have a responsibility to all veterans or just those for whom the 
priority of care has been deemed greatest? 

■ r*. . . 

Answering these questions served as the impems for the Democratic Staff of the House 
Committee on Veterans' Affairs to administer a survey to VA Chiefs of Staffduring August- 
September of 1998. Of the 145 integrated VA facility chiefs of staff surveye’di 126 (87%) 
returned surveys. Responses to the survey varied tremendously in their quality as measured by 
the detail and internal consistetKy of the information provided. Staff attempt^, where possible, 
to validate most of the data collected from facilities. Because the fiscal year had not ended when 
the survey was conducted, data from fiscal year 1998, which Chief of Staffs were asked to 
estimate, is particularly suspect. 


Nevertheless, the high response rate and consistent trends reported, lead staff to believe 
there are dramatic changes in the policy and practice of VA long-term care. These changes have 
important implications for veterans and for the nation’s fraying long-term care safety net that 
may have to catch them. 


WHO DOES VA TRE.AT? 
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The median age of veterans in July 1997 was 57.7 years with the two largest groups of 
veterans are in the 50-34 year-old age group and the 70-74 year old age group.’ By 2010 in the 
United States the average Iffe expectancy for men is 74,7 yeats-of age; for women it is 80.5 
years. 

1 . : 

While the number of U.S. veterans is declining, the number of veterans who are at least 
85 years old will increase fix>m 375-525% in every Vetermi^Jntegrated Service Network (VISN) 
until the year 2010. Numbers of veterans who are at least 65 years 0 I 4 will increase in about half 
of the VISNs.^ These veterans will require the most intensive and complex medical cate and 
long-term care services. 

Elderly veterans assess their health status to be worse than the general population; 

3 1 .8%^ of all veterans over 65 years of age rate their (lealth status as fair or poor compared to 
28.7% of the general elderly population.' Veterans with lower incomes are more likely to view 
their health as poor than those in higher income groups. 

The Survey ofhiI.edicaI System Users found Qiat significant numbers of elderly 
respondents' requited help with daily activities or independent living. Because deficits in these 
areas are positively associated with age, the nUed for some assistance has undoubtedly increased 
in the veteran population since this survey was conducted almost ten years ago. 


Help with Deify Activities 

\ActiviHes for Independent Uving 



65> 

65> 

Nona 

S6%None 

54% 

Heavy Housework 

28% Get^ beyond Walk Distance 

33% 

Bathing 

2754 Shopping-Per^nal 

32% 

Dressing 

25% Getting Around Community 

32% 

Transferring 

21% Shopping-groceries 

30% 

Climbing Stairs 

20% Preparing Meals 

28% 

Getting Outside 

16% Doing Light Housework 

24% 

Walking 

17% Paying BiHs 

22% 

Toileting 

14% Telephone 

15% 

Eating 

9% 



As a group, veterans are well insured. In 1992; about 89.3% of all vetetans had some 
health care insurance; 11.7% had public insurance, 48.9% had private insurance and 
28.7% had both public and private; tack of insurance is associated with low family 
income and age (younger veterans are less likely to be insiired). VA users are less' likely 
to have insurance than the rest of the veterans’ population. 


' Oepamnent of Vmraiu ARtin, Office of die Assistant Secretaiy for Policy and Planning, National Center fitr 
Veteran .Analysis and Statistics. ‘’Estimates and Projections of the Veteran Population by VISN: 1995 to 2010'*, 
November, IW5. 

’ Department of Vetetans .Affairs. "Esttmates and Projections of the Veteran Population by VISN: 1995 to 2010". 

’ Department of Veterans .Affairs. National Center for Veieian .Analysis and Statistics, Assistant Secretary for Policy 
and Planning Survey of Veterans: p. 34. 

’ Coraminee on Ways and Means. C.S. House of Representatives. 1998 Green Book: Background Material and 
Data on Programs within the iurisdiction of the Committee on Ways and Means, May 19, 1998. p. 1045. 
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While changing, patient population is still mostly men (96%). Membeis of 
minorities also disproportionately use VA services compared to their representation in the 
Armed Services. 

Networks have a surprisingly equal distribution of age and need among their users. 

In FY 1997, only one network, VISN 2, had a statistically larger portion of its patient 
population that was at least 85 years old. VISN 3 had significant more unique patients 
that were categorized as “special (or complex) care" patients’ and VISN 18 had a 
statistically smaller portion of veterans in this category. VISN 2 also had a higher 
portion of “special care" users who are at least 65 years old. VISN 2 and VISN 3 have a 
statistically higher portion of unique users who have special needs and who are at least 85 
years old. Some of these statistics may indicate suppressed demand. For example, 

VISN 8, which serves Florida, a welhlmown retirement area, may not have the capacity 
to serve all of the elderly veterans in the networic. 

BUDGETS FOR LONG TERM CARE 

In 1998, VA medical centers offering a complete response to the Chief of Staff 
survey estimate they wilt allocate about 12.99% of their budgets to long term care 


Portion of Budget Devoted to LTC 

40% 

30% 

20 % 

10% 

0% 

. I 

I f • ,.r I - j I 

services^ This compares to 13.76% in 1997. InWompaji|ons in 1995, Medicaid spent 
68.6% of its payments for the aged. 20.6% of its payme^’ for the disabled, and 30.2% of 
its total vendor payments on care delivered in skilled nursing facilities and home health 
services.^ Medicare spent 14'. 7% th 1995 and estimates it will spend 16.5% of its Part A 


^ VA decermines basic care and special care veterans for purposes of resource allocation. Veterans who are 
categorized as "special care" users are those who its previous resource allocation methodology identified as resource 
intensive care users — included in this group are those with disorders mcluding (in order of VA’s nadonal cost in 
1997) are schizophrenia and dementia, stroke, SCI old injury, rehabilitation, residents in comniuniQr nursing bomes, 
other psychosis, end stage renal disease, clinically complex patients, low activities of daily living, arid Post 
Traumatic Stress Disorder (odier care groups are also inchided). 

^ Included in their response were costs associated with all nursing home, domiciliary, psychiatric rehabilitative and 
other community residencies, home care, homemaker home health aide, and adult day care provided in VA, state or 
immunity settings. 

House Comminee on Ways and .Means, 199S Green Book. p. 984. 
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and Pan B benefit payments in 1998 for skilled nursing facilities, home health services 
and hospice.* 

VA facilities spend most (8 1 %) of their long-term care budgets on nursing home care 
in VA (56%), community (14%) or state nursing homes (1 1%); in contrast, nationally, it 
is estimated 70% of all long-term care spending for the elderly is for nursing home care. 
Nursing homes consume 66% of all Medicaid expenditures for the population eligible by 
virtue of being elderly and 8% of Medicaid expenditures for the elderly are spent on 
home care’. Veterans Integrated Service Networks (VISNs) spent between 66-92% of all 
long-term care dollars on nursing home care. 

VISNs made the second greatest investment of their long-term care dollars to 
domiciliary care offered in VA (8%) and state homes (1%). Domiciliaries generally offer 
board and care to veterans who are able to perfoim self-care duties, but who may require 
some supervision. Domiciliaries may include a limited medical component. 

As VA closes its inpatient psychiatric care beds (see below), VA facilities are 
beginning to invest more of their long-term care dollars in Psychiatric Residential 
Rehabilitation programs (3% of the total LTC budget). A small share of the long-term 
care budget also is invested in overseeing the Community Residential Care program for 
veterans, a program which is primarily financed by the veteran. 


, V^J.Tp EXPENDITURES. FY 1998 

— * -■ ■■■' r r 1 

if NURSING HOME I 

■ Domiciliary 

□ HOME CARE 

□ RESIDENTIAL CARE . 

■ DAYCARE 




VA is still making relatively small investments in home care for veterans. In 
1 998, VA respondents estimated they would invest 3% of their LTC budgets in Home- 
Based Primary Care, about 2% in Homemaker/Health Aide programs, and less than 1% 
in Contract Home Health Care programs. 

Adult Day Health Care programs run by VA or provided by the community 
demanded less than 2% of the VA long-term care budget. 



* 1998 Creen Book, p 107 
’ Ways and Means. 1998 Green Book. p. 1059 
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CHANGFS IN VA WORKLOADS FROM FY 1995 TO FY 1998 

Facilities estimate they have provided less nursing home care in FY 1998 than in FY 
1995; average daily census in all 3 nursing home settings dropped by almost 2%. 
Average daily census in VA nursing home dropped by 2% and the average daUy census 
in contract nursing homes dropped by 25%. 

Only state nursing homes realized an increase (15%) in average daily census. State 
homes demand the smallest commitment from VA in terms of daily operating costs. 
Unfortunately, State homes are not always available to VA because of geographic 
inaccessibility and their own restrictions on the types of patients they will admit. 
Increasingly many state homes are also reaching capacity levels. Forty-six-percent of VA 
respondents do not place veterans in state homes. 

Facilities estimate that they have slightly increased average daily census woritloads 
(by 2.25%) in VA and State Home domiciliaries between FY 1995 and FY 1998; some 
VA domiciliaries have designated domiciliary beds for homeless veterans. 

Workloads of home health care increased between FY 1995 and FY 1998. VA 
Home-Based Primary Care average daily census decreased by 3 1% across the system, but 
more than doubled in VISN 14 (120%); contract home care visits increased by 30% with 
the largest program growth occurring in VISN 18. Homemaker/Home Health Aide visits 
more than doubled during this period increasing exponentially in VISN 3. 

Community residential care average daily census more than doubled between FY 
1995 and FY 1998 with the most program growth repotted by VISN 12; VA has also 
instituted Psychiatric Residential Rehabilitation programs in many networks inbstly on - 
the east coast that have significant average daily census; VISN 9 has experienced 
tremendous growth in this program. 

V.A has increased both the adult day health care visits it provides (28.9%) and that 
which it sponsors (36.2%) between FY 1995 and FY 19981 Altogether it has increased 
visits by 35% over this period. VISN 15 demonstrated the greatest increase (250%) in 
visits. 

Patterns of expenditures in networks vary tremendously. Curiously, VISN 2, which 
invested a statistically higher share of its overall budget to LTC services than any other 
network, devoted less to VA, community, and state nursing home care (66%) than other 
VISNs. It had a higher share ofitsbudget invested in homemaker/home health aide 
programs than other networks. VISN 14 has statistically lower investment of LTC 
dollars in VA nursing home programs and a statistically higher portion allotted to state 
home nursing homes. VISN 1 and VISN 22 allocated significantly greater portions of 
their budgets (28% and 31% respectively) to corrununity nursing home programs. VISN 
1 7 commits more than a fifth of its LTC budget to the VA domiciliary program. In VISN 
16, 10*0 of the LTC budget is committed to VA Adult Day Health Care. VISN 19 has 
allocated 10% of its LTC funds to Psychiatric Residential Rehabilitation. 
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V'A has closed bedsjn almost evejy setting. V.A has decreased its nursing home beds 
by 9% from 13,600 to 12,387; VISN fs experienced the greatest loss in beds (60%) but, 
VISN 2 1 increased its VA nursing home beds by 60% during this.same time. Overall in 
responding; facilities, VA closed 55% of its psychiatric beds between FY 1995 and FY 
1998 going from 15,188 beds to 6,850,beds.in FY 1998. yiSN 17 was exceptional in 
increasing its beds by 43% dining the same period. VA has decreased its rehabilitation 
beds across the nation by 16%. In FY 1998, responding facilities had 671 rehabilitation 
beds as compared to 794 beds in FY 1995. It has also designated 569 subacute beds 
(some networks do not use this category of bed); VISN Ifrhas the greatest number of 
subacute beds (92). VA’s intermediate beds have been reduced by 64% from 7,059 to 
2,516 beds in FY 1998. Respondents in VISN 14 and VISN 22 significantly increased 
intermediate beds at the same tiipe (by 89% and 44% respectively). VA respondents 
closed 29% (almost 2,000) of their domiciliary beds. VISN 21 added the greatest 
proportion of beds, tripling its program size. 

VA POLICY RESTRICTIONS IN LONG-TERM CARE DELIVERY 

Current law guiding Veterans Benefits (U.S. Code 38, Title 17) does not limit care to 
any eligibility group obtaining care in any VA inpatient setting, but does limit VA fix)m 
paying for care received for non-service-connected conditions in Community, Nursing 
Homes-to 6 months; the Secretary has authority to extend that care by 45 days in certain 
circumstances.. 

Most VA facilities are developing or employing means of limiting, beyond 
parameters in statute, the availability of institutional and non-institutional long-term care. 
Some of the parameters are defined by toots that guide resource utilization in managed 
care organizations, such as Interqual, or criteria payers use to proscribe reimbursement, 
such as the Health Care Financing Administration’s guidelines. VA also compares itself 
to its own like facilities and sometimes “benchmarks” to community standards for length 
of stay and appropriate patient placement. 

VA uses criteria from InterQual, Health Care Financing Administration, and 
comparable facilities’ length-of-stays for the same diagnoses to limit inpatient psychiatric 
care, substance abuse treatment, and treatment of Post-Traumatic Stress Disorder. In 
addition, many of these services are only offered on an ambulatory care basis in some VA 
facilities. For the facilities that offer acute psychiatric care, some limit length of stay to 7 
days. For the 20 networks that useJnterqual standards for some purposes, guidance 
recommends inpatient placement only for suicidal or homicidal ideation; some might 
argue that these criteria set too high a bar for admission. Thirty-four percent of 
respondents did state they wereusing Imerqual.or other-utilization review practices to 
manage use of acute inpatient psychiatric care. 

Forty-one percent of respondents did not have an hospital inpatient substance abuse 
treatment program; 34% did not reference restrictions in substance abuse programs; 
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24°. i used Interqual or other utilization review to manage programs. Interqual only 
identifies standards for detoxification and does not address substance abuse treatment. 

Forty-three percent of respondents did not have an hospital inpatient PTSD treatment 
program; 34% did not reference restrictions; 22% used Interqual or other utilization 
review to manage programs. It is important to note that tntaqual only identifies 
standards for acute psychiatric care needs and may not be applicate to PTSD treatment. 
Inpatient care for substance abuse or PTSD (if offered) is generally limited to 21 days, or 
2S days for those with complex care needs or comorbidities. 

Widespread variation in categorization of VA.beds as nursing home, rehabilitation, 
intermediate, or subacute hinders clear distinctioite between these bed types across the 
system. Many VA medical centers now categorize beds formerly known as nursing home 
beds as “highly skilled rehabilitative care” or “transitional care" beds. 

Resource allocation may also play into VA’s decisions about designating beds. For 
example, nursing home patients are now reimbursed at fire “special rate” (about $32,000) 
rather than at a “basic care” (about $2,300). For each unique nursing home patient a 
medical center treats, the facility receives more than ten times the basic rate. So while 
many “nursing hoine” beds are now performing rehabilitative or restorative care 
functions it behooves facilities'hot to change the bed designation to reflect the mission 
change. 

Such reimbursement practice also creates incentives for managers to treat more 
patients over shorter periods of time. While the reimbursen^nt rate for special care is 
substantially more than that for basic care, it is often not nearly enough to provide 
nursing home care for a veteran for the full year (at a cost of between $60-80,000). 

Given the reimbursement, most facilities have made pragmatic decisions to maintain bed 
designations, shorten lengths of stay to about the 6 months for which they are reimbursed, 
and increase the number of unique patients treated in their nursing home beds. 

Rehabilitation beds have decreased significantly. Sixty-one percent of respondents 
declared they had no rehabilitation beds, two percent said they, bad, rehabilitation beds, 
but only for very specialized purposes. £leven percent said that they restricted pare based 
on some sort of utilization review criteria. Twenty-five,percent referenced no 
restrictions. Rehabilitative care is' sometimes limited to as/ety as 14 days. 

VA does categorize some beds as “subacute” but these beds are used for a variety of 
purposes, including supportive care for psychiatric or substance abuse patients, or 
observational care not requiring admission, not generally viewed as “subacute” by other 
providers. Only 25% of respondents had subacute beds; 14% of respondents referenced 
no restrictions in care; 1 1% applied utilization review techniques to subacute care. 

Sixteen-percent of all respondents had no VA nursing home beds; another 5% stated 
they only offered care to non-service cormected veterans when resources were available. 
Thirty-se\ en percent of facilities no longer offer life-time placement in VA nursing 


9 



50 


homes to service-connected veterans — in contrast only 7% mentioned that they offer 
indefinite care for veterans with over 50% service-connection or indefinite care for SC 
condition; 44% no longer offer life-time placement to non-service-connected veterans. 

Most nursing homes use beds for rehabilitative, restorative, or palliative care 
purposes. Patients are generally told they will be discharged when they stop making 
progress toward treatment goals or when the “maximum benefit of hospital care” is 
achieved (usually in about 6 months). 

Fifty-nine percent of respondents limited contract nursing home care for service- 
connected veterans by limiting time (19%) or to care for the service-connected condition 
only (35%), and 5% only offered such care when funds were available. Seventy-three 
percent limited, beyond law, contract nursing home care for non-service connected (53% 
put additional restrictions on time and iSyo only offeitdd contracts when funds were 
available). 

VA medical center respondents pay for 0-l20'days of c&e for veterans with non- 
service connected conditions. Often VA will first try to identify alternative payers. 

Some note they will pay community providers longer in extraordinary circumstarices. 
One network (VISN 20) has a staridatd policy of limiting all community NH coiitracts to 
43 days; howev'ef/a facilrfy within the VtSN 20 noted that it has even shortened this 
payment time period for non-service-cormected veterans. 

Thirty-six percent of respondents stated they had no intemediate beds; 19% claimed 
they managed care in beds actording to utilizatidn review criteria, by limiting time or by 
using them only for a specific purpose. Intermediate beds in VA often serve 
rehabilitative and subacute purposes as do nursing home beds. 

IDENTIFVtNG THF. NEED FOR LONG-TERM CARE IN THK VA PATIENT 

PQJJLXATLQrN 

VA medical centers are employing a number of practices to identify the need for 
nursing home or long-term care among its patients. Besides a veteran’s eligibility and 
priority for care, his or her needs are assessed for a match with available services (for 
example, many VA medical centers no longer admit veterans for custodial care 
purposes). Many facilities note that VA's resource availability (funding, personnel and 
beds) is considered in determining whether to admit or reimburse care for patients. . 

A third of all respondents stated they used a screening committee to select candidates 
for long-term care services and to identify appropriate placements for them. Another 
quarter identified such patients through routine admission screens, as part of the 
discharge planning process of through utilization review processes. Fifteen percent only 
offer care for specific medical needs; another 14% identify specific risk factors in 
patients \% ho are placed. 
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Some facilities have automated data systems that identify patients with these needs. 
Still others use social wodcers and referrals to identify patients who need services. Most 
facilities are looking for veterans who may benefit from short>term'rehabilitative care or 
evaluative services. These panels also consider such factors as veterans* insuiance, 
caregiver support, and assets. They also consider the medical needs of the patient 
(deficits in activities of daily living (self>care) or independent a^vities of daily living 
and cognitive skills). Some facilities with special progr^s for veterans widi 
Alzheimer's, other dementia or geri-psychiatiic disorders identify veterans for this type 
of treatment that fill voids for care they cannot acquire by contract. 

PALN MANAGEMENT 

Many facilities (71% of respondents) have some type of pain management 
programs; some take the fonn of palliative or end>of>life care programs. These 
programs differ significantly in tUagnoses referred (from chronic low back pain to 
cancer), services offered (medications, physical therapy, cognitive behavioral or 
psychological/educational/^iritual programs to comprehensive and state*of-the-ait multi- 
disciplinary care), and how diey are operated (inpatient, outpatient, or by primary care 
providers with consultation). 

Conditions Treated and Services Offered 
By Various VA Medical Centers 


Conditions Treated 

Low back pain ' 

Headache 

Chronic post laminectomy pain 

Acute Head and Neck Pam with radicular pain, 

Complex regional pain syndromes 

Neuropathic pain syndromes 

Myofascial/fibroroyalgia pain 

Vascular and atypical headache pain 

Cancer pain 

Acute post^op pain 

OtfoniC joint patn 

Patients with behavioral disorders, including drug 
seeking 

Chronic cerv ical pain 

Sciatica 

Arthralgias 

Spinal stenosis 

Connective.tissue disorders 

Thalamic pain syndromes 

AIDS neuropathies 

Chronic neurologic conditions 

Myelopathy 


Services Offered 

Outpatient management 

Inpatient patient controlled analgesia, 

detoxification 

Nerve and root blocks 

Epidural injections/blocks 

Acupuncture 

Massage, manipulation and touch therapy 
Mental health 
Spiritual counseling 

Transcutaneous electrical nerve stimulation 

CTEIJS) . 

Physical and occupational therapy 
Pool and hydrotherapy 
Prosthetics 

Trigger point injections 
Medications. 

Neuralysis 
Cryoanalgesia 
Stellate ganglian injections 
Spinalstimulation 
Infusion pump 
Radiofrequency ablation 
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i • 

Phantom pam 

• Stellage blocks 

• 

Degenerative disk, spine, facets disease 

• Lumbar sympathic blocks 

• 

Lumbar artluntis 

• Cardal block 

• 

Herpes Zoster 

♦ Steroids - 

• 

Stump, amputee pain 

• Axillary blocks 

• 

Spinal Cord Injury pain 

• Cervical epidmals 

• 

Migraine 

• Facet blocks 

• 

Phlebitis 

• Intercostal nerve blocks 

• 

Reflex sympathetic pain 

• Management of side effects 

• 

Musculoskeletal pain 

• Strontium treatment 

• 

Renal failure 

• Intrapleural caAeter infusion 

• 

Causalgia 

• Invasive procedures 

• 

Ischemic limb pain 

• ice/heat therapy 

• 

Post'herpetic neuralgia 

• tissue mobilization 

• 

Spastic diSCrder 

• spinal cord stimulation 

• 

Nociceptive pain 

• neuroprobe 

• 

Lutnbar disc displacement 

• Cognitive Behavior Therapy 

• 

Lumbo^cral syndrome 

• H>pnosis - 

• 

Osteoarthrins 

♦ Traction 

• 

End-stage pulmonary disease 

• Biofeedback 

• 

Heart failure 

• Myotherapy 

• 

Nodulus 

• Percutaneous electrical nerve stimulation 

• 

Tenosynovitis ' 

• Intrathecal analgesia 

• 

Bursitis 

• Neurosurgery 

• Sympathetic blocks 

• Membrane stabilizer tiierapy 

• Chronic narcotic use 

• Steroids 

• Biopsies 

• Brachial plexus 

• Ilioinquinal 

• Psychotropic drugs for depression 

• BA toxin injections 


Twenty-nine percent of respondents offered no pain management programs to 
patients. One-third of programs offer care for chronic or terminal conditions. A quarter 
more treat multiple syndromes and conditions; 12% treat specific diagnoses only. 

Of those who offer pain services, more than half deal with conditions in holistic ways 
that consider veterans' physical, psychological and spiritual needs. VA medical centers 
offer a surprising number of alternative care therapies to address patients’ needs (see 
above). About 20% offer medication and anesthesia management for pain symptoms. 

Ten percent of programs are managed on a consultative or referral basis. A few'progiaras 
use either psychosocial counseling and behavioral therapy or physical therapy for pain 
treatment. 
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Most pain services involve personnel from a variety of disciplines working 
together to develop a comprehensive pain management program. Over three quarters of 
the responding facilities with programs identified many disciplines involved in diem. 
Most of the remaining programs (about 20%) were operated as consultative services 
which responded to a treatment team or physician and advised about appropriate 
medication or therapies. The best of these programs are holistic in dieir orientation. 

Some facilities offer patient education and psyphological coping techniques such as 
cognitive behavioral therapy, biofeedback;' relaxation techniquesri^ support groiqis. A 
few facilities even.subscrtiie to aheraative therapies such as acupuncttire, hypnosis, and 
massage therapy. Some work as consultative teams or through telonetticine, working 
with primary care pi^itioners to resolve pain issues and some offer dist|BCt clinics or 
inpatient programs. Other facilities are primarily diagnostic programs ^ermg 
neurological evaluation. Some provide physical and occupational therapy. Some offer 
narcotics contracts and medication ntanagement. These services obviously require 
multispecialty-expertise — nurses, psychologists, social workers, rehabilitation medicine, 
nuclear medicine and pharmacists. 

Recently, VA has developed an initiative to make pain “the fifth vitd sign”. 

Guidance has instructed all VA directors that clinicians will begin to screen fi>r pain as 
pan of a standard evaluation protocol by documenting patients’ self-assessment of pain 
on a ten-point scale. Patients with pain that rates above a certain level will be tcfeiied, 
fiuther assessedandueated. 

HOSPICE PALLtATIVE CAWE 

(n the early 1990s, VA circulated a directive to each feciltty requiring 
development of a hospice capacity. VA has had spotty success in implementing the 
guidance. .A.ccording to the survey, many facilities (8%) state they still have no formal 
programs. Some facilities claim they use consultation teams, although' the contribution of 
such teams may bp negligible because so few clinicians are aware of them. Some VA 
medical cou^ sponsor hospice programs by contract. A few facilities have formal, 
structured in^tient programs tiia| allow families to remain at yeterans!d>edsides until 
death, offering advance directives in which veterans’ identifydheir preferences for care 
and interventions near death, comfort cate, bereavement counseling, and spirinial imd 
emotional support. Some offer home-based hospice through their own primary care 
teams. Hines V.A Medical Center hgs the only <i«ignated outpatient hospiccutireatinent 
program — it is accredited by the Joint Accreditation ofHealth Care-.Orgaimtions. aad 
treated about 25 patients at a time, mostly in their own homes. 

.. Others provide respite for caregivers and inpatient care (usually in nursinghome 
or intermediate care beds) at VA when neceraaty. Staff involved in all of these programs 
are nurses, social workers, chaplains, psychologists, and physicians. 

Hospice is a program that meets a need for terminally ill individuals with a life 
expectancy of about 6 months where death will come after a clear decline period. 
Individuals with .-MDS and cancer are often treated by hospice. Medicare also reimburses 
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hospice providers, and VA often refers veterans with this coverage to community 
programs that will accept their Medicare. . ■ 

VA is also part of a consortium that will assess theeffectitieness of applying 
traditional palliative care techniques to individuals who are terminally ill with diseases 
that have generally not been subject to them. VA will conduct the clinical care at 6 sites 
within VA. l^%ile hospice often responds to illnesses that have certain decline paths, such 
as cancer or AIDS, this demonstration project, called Medicaring will target veterans with 
Congestive Heart Failure, Chronic Obstructive Pulmonary Disease, stroke, arid dementia. 
Through early intervention with these individuals, participants hope to allow veterans 
more platmingakne to address medical management, advance directives, pain 
management and wishes for emotional support. 

Those VA medical centers that have hospice make the service available to 
veterans in a wide variety of ways. Half of the facilities with programs have a hospice 
team available on a cohsultative basis. Another 16% stated they had hospice' beds on the 
part of a unit (usually nursing home or intermediate bed sections). Drawing the 
distinction between those who offered some care in another unit’s beds and the additional 
7% of facilities that claimed to offer “palliative care”- Only was somewhat-difficult given 
the information submitted. Another 9% offered inpatient hOspicC care in undesignated 
beds. .Seven percent more said they offered hospice as part of their “continumn Of care” 
(often making referrals to programs in the cortrmunity for home-bSSed services and 
allowing veterarts to come back to VA for inpatient care or respite for care givers). Only 
fourteen facilities (about 10% of respondents with*^rograms) offered a speCihl VA 
hospice unit or program for patients. It is difficult to assess how many VA medical 
centers offer hospice as opposed to pain management based on the responses given. 

Like pain management programs, most fhcilities use staff Irom a variety of 
disciplines to trearhospice patients. Most often staff are assigned to hospice in addition 
to other duties (46%). Only about 10% of responding facilities stated they had a 
designated staff for hospice. Another 10% assigned a coordinator to manage hospice 
services orprovided hospice by contract. More than a quarter of all responding facilities 
assigned no staff to hospice.. 

Given the wide disparities in ways VA makes hospice services available to veterans, 
it was difficult to get an accurate accounting of hospice census.- Only about half of the 
facilities respcrttded to the question. Those with specific hospice inpatient units were 
most capable of tracking this number and treated’between 5 arid 15 pilients at a time.'- 
Almost 70% of facilities reported an average daily census of between 1 and 10 patients. 
The largest progtarii estimated it offered hdspice services (through a variety of means) to 
up t<r.50 patients daily; ' . • 

ail 

Some facilities assign a team to assist veterans and their families with identifying 
community resources and SotnCtimes, to traClt and coordinate with community care 
providers. .Many V.A nursing homes have patliafive care beds. Some follow end-of-tife 
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treatment protocols. Some provide hospice services through contract care providers. 
These programs tend to rely extensively on nursing services. 

CARE MANAGEMENT 

Care management strategies vary widely in use and effectiveness across the VA 
system. Yet experts agree that continuity of care is imperative for older patients because 
of their tendency to have chronic and multiple diseases. Effective case management is 
the best way to ensure care continuity. 

Many facilities have Geriatric Evaluation Management (GEM) clinics and some also 
have GEM inpatient services available. About half of all respondents specifically 
addressed these GEM programs as tools they used to help managed geriatric care. 
Inpatients being evaluated by a GEM are often boused in the nursing home or in 
intermediate care beds. 

Some veterans are assigned to geriatric primary care teams — these teams may or may 
not follow the veteran across care settings; some at-risk geriatric veterans are assigned to 
geriatric case managers (one facility has a memory clinic — case workers are assigned to 
its veteran patients); some other primary care teams rely on expertise in geriatric care 
fi-om a consultative body; a few facilities are using “continuity of care teams” that offer 
case management and follow patients across settings; several more offer geriatric 
patients a single “point of contact” within the facility; some facilities use an internal 
liaison (usually social workers or nurses) to refer care from VA to appropriate 
community providers and to monitor care received there. About two-ftiirds of responding 
VA facilities used one or more of these strategies for managing geriatric patient care. 

VA now has authorized 18 Geriatric Research Evaluation Clinical Centers 
(GRECCs), but only 16 were operating when this survey was administered. Eight 
responding facilities mentioned GRECCs were involved in coordinating plans for 
managing geriatric patients care. 

VA ha!; a number of screening instruments it uses to determine appropriate 
placements for patients including the Resident Assessment Instrument and InterQual. 
Other facilities referenced admission screening, discharge platming, and screening 
committees or interdisciplinary care teams as means by widch they managed geriatric 
patient fiow. Other faciiities had a geriatric product line which asked in care 
management (over one-third of respondents). 

Some facilities have special psychiatric programs that care for arid research 
veterans' psychiatric disorders — ^Al^eimer’s disease, other dementia and other 
behavioral disorders. Some facilities employ protocols for managing conditions to which 
elderly veterans are often prone (pressure ulcers, falls, urinary incontinence); some have 
management programs for chronic disorders such as congestive heart failure, stroke. 


Teme Wetle and Rowe. John W.reds.). Older Veterans: Linking VA and Community Resources. Harvard 
Cniversity Press. i9Sa. p. .xiv 
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Alzheimer’s or dementia and periodic interdisciplinary medication reviews. About 20% 
of facilities mentioned these strategies for managing care. Two VA medical centers 
mentioned use of educational opportunities, such as LTC symposia and weekly 
conferences, to ensure care for veterans is state-of-the-art. 

DISCHARGE PLANNING 

Most facilities (more than half of respondents) describe discharge planning as an 
interdisciplinary process of evaluating, planning and coordinating care for patients. 

Often this team is also involved in treatment. While usually spearheaded by a social 
worker or nurse, can involve primary and specialty physicians, other attending care 
givers, rehab medicine (Occupationrd Therapy, Physical Therapy /Kinesiotherapy), 
dietitians, pharmacists, and home care teams. Most facilities with case managers involve 
them in the process. 

A quarter of respondents indicated that discharge planning begins at initial 
assessment or admission: if patient's stay is to be time-limited, the facility may explain 
this to family or the veteran at admission; generally patients are screened and their needs 
are analyzed and documented; treatment goals are established and progress toward those 
goals is reviewed at periodic intervals or, in the event of changes in patient status, during 
the patient’s stay. 

One-quaner of facilities explicitly stated that discharge planning involves patient 
and family members as appropriate, particularly in planning for return to community; 
About 4% indicated they assist patients or family members with identifying other 
payment sources, including applying for Medicaid or other programs if appropriate. 
Others discuss, identify and choose appropriate referrals with patients. 

Half of the responding facilities indicated that they made appropriate referrals as 
necessary. 

Nurse and social workers are often involved in discharge planning. More than a 
quarter of facilities stated that they took the lead in ensuring a discharge plan was 
completed. Some coordinate referrals made by treatment teams without any direct care 
role. 


Sometimes veterans are told to identify the resources within their own 
communities; usually (at about 10% of responding facilities) a facility assigns a liaison 
(often a social worker or a nurse) or a team to coordinate and sometimes monitor care in 
the community; some facilities also schedule an appointment with the patient’s primary 
care team to facilitate continuity of care. 

. At more than 10% of responding facilities, long-term care discharge usually 
occurs when treatment “goals” are met (ostensibly based on the patient's achievement of 
"maximum functionality" in the care setting). Other factors considered include 
expiration of the specified length of time for admission, the patient’s medical stability 
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and achievement of "spend down" or identification of another available placement. Only 
one facility mentioned that they had an impasse board for resolution of disputes about 
discharges. 

About 10% of respondents linked discharge platming to case management — some 
assigned patients to an inpatient care team for each care episode and some indica^that 
discharge planning was assigned to the case manager (although that manager may not 
have been directly involved in the episode of care). 

OBSERVATIONS 

1 . Lack of Congressional mandate to offer or define long-term or nursing home care is leading 
to gradual dismantlement of the VA program as need grows and budgets dwindle. 

2. Because of their demographic characteristics and health status veterans who have relied upon 
VA are more likely to be reliant upon it for long-tenn care than other veterans or those in the 
general population. 

3. Veterans' peak demand for services begins now. 

4. Proportions of budgets invested in Medicare and Medicaid-sponsored long-term care 
substantially outweigh VA’s investments in these types of care. Long-term care for all 
pro^ams — those for the frail elderly as well as those for the chronically mentally ill — are 
threatened. Because they are entitlement programs. Medicare and Medicaid may be better 
equipped to reimburse the care needs of its beneficiaries. 

5. Congressional direction and historical orientation toward acute academic medicine may also 
be contributing factors' in VA’s failure to address and protect long-term care. 

6. In contrast, VA is making some strides as a subacute care provider. It is managing chronic 
disease, terminal illness and pain more effectively — aspects of the care continuum that fall 
between "acute" and “long-term” care and have long been neglected. 

7. Changes in workload since implementation of VISNs indicate that VA is beginning to favor 
investments in non-institutional care venues over nursing home and institutional care. VA is 
dropping census in its nursing homes and increasing home-based care, residential care, and 
adult day health care. Inpatient programs are traditionally the foundations of geriatric 
clinical and research expertise within VA’s system. They must not be allowed to vanish. 

8. VA is also shifting some of this care (particularly home-based care) finm its own programs 
to contracted community programs. While it is important for VA to maintain and enhance its 
own expertise in geriatric programs, contracting, particularly for home and community based 
care must increase if VA is to adequately address die growing needs of a geographically 
dispersed aging population. VA will have to improve current oversight and case 
management capacities to effectively manage these services. 

9. V.A's loss of inpatient beds that have traditionally responded to veterans’ long-term care 
needs is precipitous. Workload dropped from these beds does not appear to be 
accommodated by new outpatient visits or programs for which VA delivers or contracts. 

10. Expensive programs for managing the special care needs of the aging veterans’ population, 
such as Alzheimer’s and geripsychiatric programs, are hard-pressed to continue operating 
under the current budget scenario with the system’s new priorities pulling them in opposite 
directions. 

1 1. Organizational policy guiding resource allocation and utilization reflects VA’s diminishing 
commitment to long-term care. Many of the choices Headquarters and the networks have 


17 



58 


made appear to be resource driven and much of VA's recent policy regarding long-term, sub- 
acute, rehabilitative, and psychiatric care appears to be based upon that of private-sector 
managed care providers. 

12. Effisrts to manage care, thus continuity, across the system are still spotty. While VA has 
assigned most of its regular users to primary care teams, providers for geriatric patients may 
need^ore expertise to effecUvely addressing their complexsocial andrmedical needs. 

13. Utilisation' revieyr and processes that ensure adecpiate placement and resource utilization are 
critical to the system, in terms of ensuring “value-priented care”, for both the patient and the 
organization. Presently, VA’s systems seem to do a better job safeguarding the needs of the 
organization. Patients and their families still appe^-to need more information, more 
opportunities for representation or direct input into the important decision-making processes 
that effect care, and more effective and timely procedures for grievance. 

14. Congress should make clear its inteptians about long-tenn services with a pragmatic eye to 
future funding for the system. Because of^caj, restramts. VA cannot serve ail of the 
veterans who currently rely upon it for acute care services. Instead, Congress, must establish 
new priorities for long-teim care within this population of veterans and identify the. programs 
to wUch these veterans are entitled. Doing-so is the only means by which Congress can 
assure VA’s long-term care mission and expertise are not left behind. 
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.APPENDIX A 


VETERANS INTEGRATED SERVICE NETWORKS 
Innovative Programs and Services for Geriatric Veterans 


VISN 1 

Boston, NIA GRECC (Bedford) 

Basic Biomedical: Neurosciences/Cognitive Disorders 
Applied Clinical: Dementia 
Health Services: Decision Support Technology 
Boston, NIA GRECC (BrocktonAVest Rozbary) 

Basic Biomedical: Metabolism. Cardiovascular Physiology and Pharmacology 
Applied Clinical: Genito-Urinary, Dehydration, Cognition 
Health Services: Epidemiology, Health Policy 

« Interdisciplinary Geriatric Clinic 

• Alzheimer’s Day Health Care 

• Community Residential Care targeted at the Elderly 

• Community-based (senior citizen housing) Primary Care Clinic 

• Assisted Living 

• Immunizations Clinic 

• Nursing Home Screening Clinic 

• Geropsychiatric Care Team 

• Extended Respite (In one month; home one month) 

• Home-based primary care for the Mentally III 

• Nighttime contract adult day health care services for patients with “Sundowner’s Syndrome” 

• Additional fee for health aide services delivered in contract Adult Day Health Care Centers 

VISN 2 

• UPBEAT — Unified Psychogeriatric Biosocial Evaluation and Treatment program: identifies 
patients with alcohol abuse and affective disorders on an Outpatient basis. 

• Telemedicine at CBOCs to rural community nursing homes for clinical care and geriatric 
training of fellows 

• Fair Care — Demonstration project for health care delivery for dying patients and support for 
their families 

• Vet Center — a congregate living area for indigent veterans and families which uses 
telemedicine for assessment and education. 

• Chronic Care Networks for Alzheimer’s Disease (VISN 2 and Alzheimer’s Association is 
involved): operational laboratory to test proposed ways for imprving care for people with 
.Alzheimer’s related dementias within the constraints and opportunities of risk financing. 

• V.A Web Page Referral Site for Long-Term Care Options in area 

• Nursing Home Without Walls — A project that works at 75% of aruiual cost of HRF’s and 
SNT's in the patient’s county of residence for outpatient services. 


19 



60 


• Labmobile 

• Community Outreach Worker 
VISN 3 

• Palliative Care Team which follows end-of-life cse across settings (at home the team 
provides consultation to HBHC teams) 

• Follow up on discharge by Telephone Triage Team 

• HBPC is equipped to deliver skilled services on a short-term basis 

• Home assessments of high-risk veterans in the community 

• Dementia Unit for veterans who wander or exhibit socially inappropriate behavior 

• Urinary Continence Program 

• Music Therapy for Bed-Bound Patients 

• Fall Reduction Program 

• Intensive Psychiatric Community Care 

• Supportive Housing 

• Social Skills Transitional Living 

• Senior Support Services 

• Treatment of patients who are ventilator dependent or on IV antibiotics on a subacute level 
VISN4 

Pittsburgh, PA GRECC (new, 1999) 

Strokes in Elderly 

• End of Life Planning 

• Dementia Clinic 

• Psychiatric and Geriatric Capability in HBPC 

• Implementing IMPACT-Activities of Daily Living: Uses team approach to improve one 
deficient ADL which will make a patient less dependent and may enable care in a less 
restrictive environment and improve quality of life 

VISN5 

Baltimore, MD GRECC 

Basic Biomedical: Hormonal regulation of lipoprotein lipid, glucose, adipose 
Applied Clinical: Effects of interdisciplinary treatment of risk factors for cardiovascular disease 
in older veterans with abodominal obesity, type II diabetes, hypertension, and 
dysiipoproteinemia, through exercise and nutrition, ^d cigarette smoking cessation. < 

Health Services: Survey of prevalence and cuirent treatment of risk factors for cardiovascular 
disease in community dwellings wjiere veterans are using VA facilities. 

• Geriatric Health Promotion: Provides patient education on medications, nutrition, and 
exercise 

• Home IV Thprapy Program 

• GRECC sponsored preventive care in cardio-vascular disease 
VIS.N 6 
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Durham, NC GRECC 

Basic Biornedical: Neoplasms and Aging; Cardiovascular Disease and Aging 
Applied Clinical: Cancer; Cardiovascular Disease; Bones, Joints and Dysmobility 
Health Services: Health Promotion and Disease Prevention 

• Restraint free environment; use of innovative adaptive equipment (“Mercy WaUcras”) 

• Geropharmacy evaluation and follow-up , . 

• Use of Wanderguard System — an electronic device which allows unrestqcted mpvement for, 
confused veterans in the Extended Care Unit. 

• Geriatric Primary Care Program 

• Primary Care Team Follow-up 

• Alzheimer's Outpatient Clinic with Multidiscipline Staff 
VISN7 

• The Bronze Clinic: A ptimaiy care program for frail elderly veterans 

• Telephone Liaison Program 

VISN8 " 

Gainesville, FL GRECC 

Basic Biomedical: Gero-phaimacology 

Applied Clinical: Gero-pharmacology 

Health Services: Exercise physiology and wellness program for healthy and sick elderly 
Miami, FL GRECC 

Basic Biomedical: Bone and Cartilage Metabolism; Prostate Disease; Neurodegeneration 
Applied Clinical: Osteoporosis and Osteoarthritis; Paget’s disease; Prostate Cancer, 
Parkinson’s 

Health Services: Rehabilitation (falls and injuries); Preventive Services 

• Geriatric Primary Care Program 

• Gait and Balance Clinic 

• Memory Disorder Clinic 

• Wound Clinic 

• Telecare 

• Teleheart 

• Vent Dependent Home Care 

• Hoptel: Short-term Self-Care Unit 

• Senior Companion Programs — Volunteer supervision of Alzheimer’s Disease 

• Incontinence protocols 

• Weekly medication review meetings with pharmacist, primary nurse and physician; 

• a pharmacist is located at GEM and Primary Care Geriatrics Clinics for assessment of 
polypharmacy, drug interactions, and medication education; 

• medication usage monitoring on antidepressants, neuroleptics, insulin, and oral 
hypoglycemic agents 

• a restraints-free environment 

• reminiscence therapy sessions 
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• aerobics with a PT. 

VISN 9 

• Geriatric clinic 

• Mobile health stations 

• Palliative caire 

• Geographic case manager to assist veterans with identifying commmiity resources 

• Extended Community Outreach program 

• End-of-Life Planning 

VISN 10 

Cleveland, OH GRECC (new, 1999) 

Cardiovascular disease in die elderly 

• Senior Companion Piplpaift^volunteer home visitadoh profflim 

• Telecare — volunteer phone visitation program widi referral to SW 

• Comprehensive restorative — restorative care program combined widi recreational activity to 
improve quality of care 

• Community re-entry program 

VISN 11 , 

Ann Arbori'it'il'GRECC 

Basic Biomedical: Neuipsciences md MetaboUsm/Nutrition 

Applied ClidicTal: Autbiiomic Funcdori,' Diabetes Mellitus, Hypertension, Oral Health 

Health Services: Cost arid Quality of Heattli'Care 

« Alzheimer's Program 

• Lifeline 

• Medical/Psychiatric Unit for Elderly with Behavioral Problems 

• Senior Companion Program 

• VETS program 

• Veterans Independent Program 

• Wanderguard 

• Local high school student visitation 

• Geriatric primary care 

• Advance Directives Clinic — offered twice weekly 

• Family Support Clinic (for terminal patients and their loved ones) 

VISN 12 

Madison, WI GRECC ' 

Basic Biomedical: Cancer/Immunity/Nutrition 

Applied Clinical: Swallowing, Geriatric Oncology 

Health Services: Critical Junctures in the Continuum of Long term Care 


22 



63 


• Reactivaiion Center (funded by AMVETS) — provides comprehensive and focused 
rehabilitation to the frail elderly on an inpatient and outpatient basis 

• Safe Eating Program for Extended Care Center/Residential Care Facility residents 

• “Pets for Vets” Program (activities and therapy program) 

• Hematology/Oncology Day Treatment Center (one day palliative treatment: blood 
transfusions, ultrasound, CT scan, chemotherapy, lab work) 

• Spinal Cord Injury Residential Care Facility — ^LT holistic care for SCI (mostly 
quadriplegics) 

• Lifeline — personal response program for veterans living alone which can provide immediate 
care 

• LTC “Specialty" Facilities which Focus on Chronicity of Disease (ie, aging, substance abuse) 

• Residential housing programs for veterans and spouses 

• Domiciliary lodging for veterans travelling for radiation therapy during course of treatment 
VISN 13 

Minneapolis, MN GRECC 

Basic Biomedical: Neurochemistry, Pharmacology, Imaging, Animal Models 
Applied Clinical: Alzheimer’s Disease, Chemical Trials, Neuropsychological Assessment, 
Adapted Work Program, Caregiver Education 

Health Services: Medical Ethics, New Models of Health Care Delivery, Geriatric/Gerontology 
Education and Training Program Evaluation 

• Skin Integrity Program 

• Falls Prevention Program 

• End of Life Care 

• Chronic ventilator dependent unit 

• Environmentally modified unit for dementia patients 

• Dedicated unit for patients with behavioral problems in need of NH care 

• Evening/weekend coverage for end-of-life care veterans through community hospice and 
Public Health Nursing agency 

• Standard Hospice Benefits package for veterans with no insurance or Medicare 
VTSN 14 

• Community re-entry nurse in NH (provides afiercare to patients in other than the home 
setting) 

• Community support groups upon referral 

• Psychiatric rehabilitation focuses on community re-entry 

• Pilot with telephone-video connection for home follow-up of geriatric patients 

• Pulmonary rehab for lung disorders 

VISN 15 

St. Louis, MO GRECC 

Basic Biomedical: Physiology and Metabolic Concomitants of Aging 

.■\pplied Clinical: Effects of Exercise and Nutrition on Physiological and Metabolic Parameters 
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Health Services: Health Care Utilizatioti and Program Evaluation; Nursing Home Care and 
Health Care Delivery for African AmeriiS'ans 

• Local community nursing home ctvemng ahd weekend respite care 

• Development of a cdnuAudity-based NH progfani f6r problehi-behavior dementia patients 

• Hospice provided by V A HBPC 

MSN 16 

Little Rock, AR GRECC 

Basic Biomedical: Cellular and Molecular Biology of Aging 

Applied Clinical; Cancer, Nutrition and Chronic Disease in the Elderly 

Health Services; Evaluation of Geriatric and Long-Term Health Care JSelivety 

• Interdisciplinary Palliative Care Program 

• Geropsychiatiic program follows veterans discharged to the community and assists widi 
reintegration 

• Alzheimer’s Unit 

• In-Touch Telephone Reassurance Program (targeted at infirm patients and patient who live 
alone or with elderly, caregivers) 

• I^lUative Care Consultation 

MSN 17 

San Antonio, TX GRECC 

Basic Biomedical: Metabolism/Endocrinology, Nutrition. Oral Health/Dentistry 
Applied Clinical; Metabolic Diseases, Cognitive/Sensory Impairment, Oral Health/Dentishy 
Health Services: Health Care Utilization, Functional Status and'Ethnicity, Quality Assessment 
and Cost Benefit Analysis, Long Term Care ^ 

• Geriatric Primary Care 
VTSN 18 

• Secured dementia unit 

• Geriatric clinics within Geriatrics, Extended Care, Rehabilitation Health Care Groups 

• Community Respite Care for Veterans with Dementia or who are Combative and not suited 
to care in a restorative care unit 

• End of Life Planning 

VTSN 19 

Salt Lake City, UT GRECC 

Basic Biomedical: Clarification, at the molecular, cellular and physiologic levels, of factors 
which account for the phenotype of aging as it pertains to microbiology, immunity and cytokine 
production. < 

Applied Clinical: Evaluation of strategies intended to reverse the phenotype of aging, such as 
administration.of de'ficient cytokines and hormones, application of aerobic exercise as a means of 
improving cognitive function. 


24 



65 


Health Services: Development of innovative approaches to quality assurance in a real-time 
mode. Panicular emphasis in use of computers to support sensitive, accurate and timely 
diagnosis, and to reduce occurrence of adverse events. ^ ’ 

• All patients’ activities day 

• Special Birthday Events 

• VIP Dining Program: Gourmet meal prepared for veteran and his or her family in private 
dining room (linens, china, silver and crystal) 

• Geriatric Multidisciplinary Steering Committee 

VISN 20 

Seattle/American Lake, WA GRECC 

Basic Biomedical: Neurobiologic and Neuroendocrine Aspects of Aging and Alzheimer’s 
Disease 

Applied Clinical: Metabolic Diseases and Cognitive/Sensory Impairment 
Health Services: Bioethical Aspects of Medical Decision Making in the Elderly 

• Dementia inpatient/evaluation unit and Dementia Clinic 

• Dementia Special Car Unit for ambulatory, moderate to severely demented veterans 

• Collaborative rehabilitative medicine and geriatrics and extended care programs which has 
improved staff knowledge of physical rehabilitation 

• Palliative Care team 

VISN 21 

Palo Alto, CA GRECC 

Basic Biomedical: Endocrinological and Metabolic aspects of aging, biomechanics of mobility 
patterns, regulation of bone mass, acquisition of bone, ethnic contributions to skeletal health, 
exercise effects in the elderly. 

Applied Clinical: Emphasis on endocrinological and metabolic diseases of the elderly. Effect of 
chronic disease on cognitive function, pharmacologic interventions to modify body composition, 
use of psychological interventions to treat depression and related mental health problems. 

Health Services: Advanced care directives; chemical and physical restraints in LTC, predictors 
of adverse outcome and re-hospitalizadon, resource utilization for frail hospitalized patients, 
cost-effective programs for low-vision elders, and family caregiving issues. 

• VA training for DOD personnel involved in the treatment of frail elderly 
Sepulveda, CA GRECC 

Basic Biomedical: Alzheimer’s Disease, Molecular Biology, Endocrinology 

Applied Clinical: Falls and Mobility Problems, Long-Term Care, Exercise, Pain, Sleep, Quality 

of Care 

Health Services: Cost-Effective Health Care Delivery, Geriatric Assessment 
West Los Angeles, CA GRECC 

Basic Biomedical: Osteoporosis, Immunology and Osteoarthritis 
Applied Clinical: Osteoporosis, Immunology and Osteoarthritis 

Health Services: Health Care Utilization, Rehabilitative Medicine, Residential LTC and Access 
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Palliative care outpatient clinic 

Special equipment for frail elderly (i.e., bed that lowers to floor to prevent falls and obviate 
the need for restraints) 

“Compassion in Action” — community based prograita works in collaboration with 
Volimtary Service to provide support for termi^ly ill veterans lYitb^imited family support 
who are receiving VA hospice services 

Geriatric Psychiatry Clinic providing comprehensive case maiugement to yfterans with 
psychiatric and/or organic disabilities that aids in end of life planning for the veteran and his 
family. 
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APPENDIX B 

LEGISLATIVE INITIATIVES SUGGESTED BY RESPONDENTS 

(In j'our opinion, what types of legislative initiatives should be considered to ensure the most 

effective use of VA’s long-term care resources?) 

• Increased funding for non-institutional alternative LTC (22) 

• Authority for residential/foster home care, assisted living, and community based respite (22) 

• Medicare subvention (some limited to LTC only) (15) 

• Increased funding for nursing home care (9) 

• Establish some entitlement for NH and long-term care services/ include in VA's Basic 
Benefiits Package (9) 

• Authority for clinically based “demonstration projects” (including assisted living and shelter 
level care) to manage older veterans cate which can demonstrate quality, improved quality of 
life and cost-effectiveness (rolled out across country) (8) 

• Flexibility to pool funding with Medicare and Medicaid; participate in programs such as 
PACE (5) 

• Guaranteed/'enhanced long-term care benefit for veterans with highest care priorities (others 
get basic care) (5) 

• No fixed ceiling on percetuage of community NH funds that can be used on non-institutional 
contract care (adult day care, homemaker/home health specifically) (4) 

• Allow Medical Center Directors to determine use of resources to meet patient needs (4) 

• Carve ouf and track budget for LTC (including for long-term psych) from other VHA 
programs to ensure funds are spent on intended purposes (4) 

• Authority (increased funding) to provide p'Crsonat care services (which Medicare does liot 
fund)' through HBHC programs (3) 

• Increased funding for hospice and palliative care (3) 

• Medicaid subvention (3) 

• Prohibition on closure of VA LTC services (including contracting all NH) (3) 

• Increased funding to reimburse/provide veterans’ transportation (3) 

• Authorize VA to sell LTC products at market costs/quasi-govemmental function (3) 

• Limit LOS for VA LTC treatment for all veterans (3) 

• Create incentives for increased synergies between VA loan programs and the community 
residential care program (financial help meeting safety code or elimination of codes) (2) 

• Develop an alternative funding stream for veterans not eligible for Medicare to obtain 
hospice, other alternative LTC services (2) 

• Authority to place certain disruptive veterans (behavior problems) in community nursing 
homes indefmitiely (2) 

• New appropriations for a telemedicine cost-effectiveness trial (ie, following up on home 
placement of geriatric veterans) (2) 

• Adjust VERA to adequately accommodate cost of long-term care in VA and community (2) 

• Mandate that VA use other sources of payment for LTC before drawing on VA funds unless 
for care for a serv ice-connected condition (2) 

• Uniform pension and aid and attendance benefits for all veterans (1) 
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• Authority to train patients, family members, friends, and neighbors in professionally 
supported self-care maintenance (I) 

• Authority to uses CNH frmds tb convert ^A acute beds.to LTC beds (1) 

• Provide authority for ^A to provide technical assistance" in developing community resources 
for LTC options in small aid rural Uhderserved communities. (1) 

• Increased funding for mobile screening clinics for preventive medicine. (1) 

• Allow \^A to award aid and attenduice to veterans in Community Residential Care (1) 

• Assist veterans with Part B Medictpe premiums (1) 

• Formally state that LTC is a mission of VHA (1) 

• Include LTC services in Congressional protections provided other special emphasis programs 
by measuring'unique individuals with identified conditions within specialized bed sections 
and clinics, dollars expended for care, and tinieliness for service defiveiy. (1) 

• Continue to feiice fimds for contract programs and the percentage to be used for alternative 
LTC programs. (1) 

• Require new CBCX) proposals to detail how th^ will reqiond to patients with LTC needs. 

( 1 ) 

• Allow VA to offer fee-for-seryice adult foster care. (1) 

• Create more incentives to hire more geriatrician PCPs (1) 

• Authority to use VA dollars for sheltered workshops and transitional living. (1) 

• Loosen restrictions on developing CBQps. (1) 

• Increasqd-rate for LTC patients under VERA — particularly at end of life (1) 

• Expand benefits for LTC under VA and Medicare and allow veterans to move, between 
programs with ease. (1) 

• Authority for community case management programs (I) 

• Include VISN Extended Care Advisory Panels in National Decision-making About Resource 
Allocation for LTC (1) 

• Reduce amount of benefits veterans' receive when in VA NH for more than 30 days (1) 

• Prohibit VA LTC treatment for NSC (1) 
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Mr. Chairman and Members of the Committee, thank you for inviting me to 
discuss long term care provided by the Veterans Health Administration (VHA) and to 
apprise you of VHA's current strategy for developing potential solutions to the growing 
demand for long term care by veterans. 

As you know, VHA has a long and distinguished history of providing high quality 
long term care for chronically HI, disabled and elderly veterans, and VHA is 
internationally recognized as a leader and innovator in the care of older persons. 

While my comments today will provide detaH about the report of the Federal 
Advisory Committee on the Future of VA Long Term Care, entitled VA Long Term Cere 
at the Crossroads, I would be doing the Commktee and VA a disservice if I did not put 
the Advisory Committee's report in the context of VA’s longstanding commitment to 
addressing the needs of elderly veterans. To do so, I will provide you a brief historical 
perspective; outline the demographic imperative to examining and expanding VHA's 
provision of long tenn care; and outline VHA's current long term care programs, as well 
as its strategy for addressing future needs. 

Historical Background 

Precursor organizations to VA have provided care for older veterans since 
colonial times. The first domiciliary and medical facHity for America's veterans was 
authorized in 1811. In 1865, President Lincoln signed legislation creating what later 
became known as the National Homes for Disabled Volunteer Soldiers. These homes 
provided domiciliary and hospital care for large numbers of indigent and disabled 
veterans, atthough initially only for those v^o served in the Union Amny. Because of 
this restriction, a few states established state operated veterans homes. By 1888, 
CaTrfomia, Illinois, Iowa, Massachusetts, Michigan, Pennsylvania, Vermont, Minnesota, 
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Nebraska, Ohio, and Wisconsin had established state veterans homes. The first 
Federal support of these s^te homes was authorized in 1 886 - a payment of $ 1 00 per 
year for each veteran dorhiciied in a state home. 

For the first half of the 20®' century, VA provided long terni care for veterans 
primarily in its own domiciiiaries and psychiatric fecilities, as well as through 
partnerships with states having state veterans homes. Some VA patients were also 
referred to community residential facilities. In 1963, VA’s nursing home program began. 
Throughout the next decade there was a steady expansion of VA and State nursing 
homes, as well as growing use of contracts with community nursing homes to provide 
long term care for veterans. 

In the mid-1970's, VA made what some have characterized as the single 
greatest commitment in U.S. history to advancing the care of older persons. In 
anticipation of the large cohort of aging World War II and Korean Conflict veterans, 
between 1975 and 1980, VA strategically planned and implemented the Geriatric 
Research, Education and Clinical Center (GRECC) program; established the first 
Geriatric Physician Fellowship programs; funded the specialized Geriatric Clinical Nurse 
Specialist, and Geriatrip Nurse Practitioner training programs; and established 
benchmark interdisciplinary Team Training (ITTP) in Geriatrics. Likewise, VA pioneered 
the deygloprnept of comprehensive home care programs, geriatric assessment units 
and state-of-the-art nursing home care units. An array of other long tenn care services, 
including contract community nursing home and home care, hospice, respite care, 
domiciliary, and aduK day health care have been added over time and have greatly 
augmented VHA’s capacity to provide the full spectrum of needed extended care 
services. These investments have reaped great benefits for both veterans and all frail 
elderly persons in the U.S. VHA’s foresight has accelerated the pace of the nation’s 
knowledge about the aging process and the application of this knowledge to improved 
patient care, including long temi care, indeed, quoting from a recent letter I received 
from Dr. Jeffrey Halter, the President of the American Geriatrics Society - 

The VA is by far the largest institutional supporter of geriatric medicine in 
the United States. In fact, without the continued and ongoing advocacy 
for geriatrics ^ the Department of Veterans Affairs during the past 25 
years, geriatric medicine as we know it would not exist and the AGS 
would be an entirely different organization.* (August 31, 1998) 

Somewhat similar to VHA health care in general, VHA’s approach to long term 
care is evolving from being a primarily institutionally-based care model to one that 
includes a complete menu of long term care services. Indeed, just as the VHA has 
redefined itself in the last four years as a “healthcare” system, instead of a “hospital" 
system, we believe our long-term care services must expand to accommodate the 
growing need and patient preferences for non-institutional care. Because of the aging 
veteran population and the needs associated with aging, VHA now has an urgent need 
to increase home- and community-based care. To be responsive to veterans’ needs in 
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a resource-prudent manner, VHA needs to exps^ its current tiome-care pn^rams, 
devel(y> partnershipsiwith community agencie^^at offer ^esf sip^ices, and find new 
and better ways of organizing the continuum, of long, term care .services. 

Veteran Pemogiaphics and.Popula;PQn Projections . 

Over the next 21 years, the veteran population will decline nearly 35 percent 
(assuming no major armed conflicts). At the same time, the percent of, veterans over 
the age of 65 will decline only by 12 percertf while those over 85 will increase by 333 
percent. To continue to provide the appropriate and needed service to veterans, this 
‘demog^phic imperative’ must be addressed. ,, 

At present, about 38% of the veteran population is over 65, compared to about 
13% of the total U.S. population. Over 51% of veterans- who haveservice connected 
disabilities and/or who are poor are over 65. (Ninefy-one percent 91% of current VA 
enrollees have'^rvioS connected disabHities and/or are poor.) The ‘number of veterans 
over age 65 is expected to peak at 0.3 mWion in the year 200D, when 66% of all 
American males aged 65 and over will be veterans. A second but smaller p^k is 
expected to occur in 2015, with the aging of the Vietnam War-era veterans. The 
number of elderly veterans will peak during the first decade of the 21“ century, well in 
advance of the general U. S. population (which is expected to peak in the year 2030). 
This is the drivitig force behind VHA's current efforts to find affonlable long terni care 
solutions for veterans. 

Of note, while the mimber of veterans age 65 and older will peak in the year 
2000, the number of very old veterans — i.e., those who are age 85 and over - will 
continue to increase until 201 3. VA expects that this age group will increase from 
327,000 in 1998 to 645,000 by 2003, and flren expand several fold in subsequent years, 
peaking at about 1 .3 million in 2013r This is notable since these persons are especially 
likely to require institutional care and to need- healthcare of all types. Also of importance 
is the fact that current VA patients, compared to the general population, are not only 
older, but thby also generally have Jower incomes and no health insurance, and they are 
much more likely to be disabled and unable to work. 

Development of a VA Long Term Care Strategy 

Although VA has developed a foil continuum of quality long term care senrices 
over the past twenty years, there are a number of problems with what is currently 
available. First, the system evolved from an institutionally-based care model and the 
investment of funds continues predominantly in that area. For example, VA spent $2 
billion on long term, care .services in FY 1997; 83% for nursing home care, 7% for home- 
and community-based care and the remainder for res^ntial care sen/ices. Second, 
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while the overall VA healthcare system has been transforming from a hospital-based 
system to a primary care,^ outpatient-based system, the focus of that transformation has 
not been on the long term care component. Third, despite a continuum of tong tenn 
care in VHA; some services are not universally available and access to some services 
is restricted; The Eligibility Reform Act of 1997 (P.L. 104-262) considerably enhanced 
VHA's capacity to provide clinically appropriate care, but eligibility for nursing home, 
domiciliary and adult day health care was not changed by the Act, and therefore, 9iey 
have remained as limited, discretionary services. 

For the reasons outlined above, as well as a lack of consensus internally about 
the direction for long term care and the relative lack of resources to support those 
services, I created the Long Term Care Federal Advisory Committee. The charge to the 
Committee was to advise my office on VHA's current and anticipated needs for long 
term care in an era of no-growth budgets in VA medical care, and on the adequacy of 
VHA's present and planned programs for addressing these needs. 

The Advisory Committee, chaired by Dr. John Rowe, President and CEO of the 
Mt. Sinai Medical Center and Medical School in New York City, met several times - 
between March 1997 and February 1998. 

In its report, VA Long Term Care at the Crossroads, the Federal Advisory 
Committee made 20 recommendations and 4 related suggestions on the operation and 
future of VA long term care services. These recommendations serve as the foundation 
for VHA's national strategy to re-vitalize and re-engineer long term care services. 

Importantly, the Advisory Committee concluded that long term care must remain 
an integral part of the veterans healthcare system, but should be invigorated to meet 
increased demand. Its major recommendations can be summarized in 5 points: 

• VA should provide financial incentives to managers to improve access to long 
term care. 

• VA should increase its investment in home- and community-based care. 

• VA should retain its 3 nursing home programs, but require stronger justification 
for any construction. 

• VA should enhance its policies surrounding admission and discharge from long 
temi care programs. 

• VA should seek legislative authority in the areas of assisted living, respite care 
and nursing home care. 

The Committee's report was disseminated to VA stakeholders for review and 
comment. I then appointed an internal task force and charged them to review the 
Advisory Committee's recommendations, considering stakeholder comments, and 
weave therh into a comprehensive VHA long term care strategy. 

In principle, the Veterans Health Administration endorses the Advisory 
Committee's recommendations, arid is developing strategies to implement them. Some 
of activities to do so have already begun, the Presidenfs proposed FY 2000 Budget 
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contains the e;q)ectation of increased spending for home and community-based care, 
which address the Advisory Committee recommendations that emphasize the need 
for greater<u% of home and corntaunity«ba'sed care, fia. rer^mended by the 
Committee, -wodc is undenvay on improving admission and discharge poKcies to assure 
that patients receive £are in the most appropriate setling for their clinical needs. The 
Long Term Care Planning Model is being updated as recommended by the Committee, 
and work is progressing on implementing the Resident Assessment Instnjment/ 
Minimum Data Set at all VA nursing homes. 

While VHA accepts each recommendation, we must recognize that we face 
markedly increasing demand for long temi cafe services with .an essentially no-growth 
budget. Within this budgeLcontext, VHA will take steps to improve both the access to 
and consistency of the provision of long term care services across the system and 
intends to continue to eigiand home and community-based care, as proposed by the 
President's Budget. Both, the Advisory Comreittee and VMA recognize diat, with the 
steps we can take, there will continue to be substantial gaps in service availability due 
to budget, community resources and legislative limitations. The legislative proposals 
recommended in the Advisory Committee report will be considered within the context of 
the FY 2001 Budget and overall Administration policy. VA continue to work with 
communities at the local level to develop partnerships to fill gaps. 

So that the Committee has a full and conveniently available reference to current 
treatment, research, and educational programs related to long terni care as well as 
future need, I will describe the former in some detail and the latter, virhich is 
evolutionary, in brief. 


Current VHA Long Term Care Programs 

Today, VHA.provides a comprehensive array of long terni care services that 
include direct VHA provided services, services purchased in the local community, and 
services supported through construction and per diem grants to states. VHA also 
assists veterans and fomilies in obtaining services through ether publicly funded 
heatfocare programs such as Medicare and Medicaid, and provides assistance in 
obtaining services that are personally financed by the veteran. While foe array of 
services provided by VHA is comprehensive, all services are not available in all VA 
locations, and access to care is, regrettably, uneven. 

The major long term care programs provided by VA are described below: 

State Veterans Homes. A significant p^ of VHA's long term care strategy is-effected 
through one of foe longest existing Feder^^gtate pstttnefships, foe State Home Grant 
program. . Through this grggmnt, the Department proyjdes grants to states for the 
construction and suppgiJ.o!r,state veterans homes tojrrovide long term care for frail. 
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elderly veterans. The construction grant program provides up to 65% federal funding to 
states to assist in the cost of construction of new nursing home and domiciliary facilities, 
or expansion or remodeling of existing facilities. VA's per diem program, part of the 
Medical Care account, assists states in providing domiciliary and nursing home care for 
veterans through partial payment of per diem costs. In FY 1998, over 22,400 veterans 
were provided nursing home care in state veterans homes. While this program dates 
back to the post-CIvll War era, it has grown dramatically over the past 10 years. The 
state home program substantially augments VHA’s capacity to provide a continuous 
residence for veterans in need of long term care, especially for veterans in rural areas. 

The Geriatric Evaluation and Management IGEM1 Prooram . Currently, 110 VA medical 
centers have GEM programs that include inpatient units and/or outpatient clinics, as 
well as consultation services. The OEMs provide both primary and specialized care 
services to a targeted group of elderly patients. On the inpatient GEM units, an 
interdisciplinary team of geriatric experts performs comprehensive, multidimensional ' 
evaluations of frail, elderly patients. The goais of these intensive services are to 
improve functional status: to stabilize .the acute and chronic medical conditions and/or 
psychosocial problems; and to discharge the patient to home, residential care, or to the 
least restrictive environment feasible. ‘ 

GEM clinics provide similar comprehensive care for geriatric patients on an 
outpatient basis in addition to providing primary care for frail, ofder patients to prevent 
unnecessary institutionalization. The.geriatric^tafl5 also are available for' specialty 
consultation on elderly patients with complex problems being cared for by primaiybare -■ 
and other specialty services. 

Nursing Home Care Units (NHCUs) . VA nursing homes provide skilled nursing and 
related medical services through an interdisciplinary approach to meeting the muKipie 
physical, social, psychological and spiritual needs of patients. Many also provide sub- 
acute and post-acute care. In general, these units are co-located with or are an integral 
part of the VA medical center. In FY 1998, more than 46,000 veterans received care in 
VA's 132 NHCUs. Approximately 75% of VA NHCU patients have a psychiatric 
diagnosis. 

Community Nursing Home Care . VHA contracts with more than 3,000 community 
nursing homes to provide nursing home care for veterans making a transition from the 
hospital to the community. Each community nursing home is evaluated and inspected 
by VHA staff prior to selection as a contract facility, and VHA staff provide regular 
follow-up visits to assess the progress of veterans admitted to the facility and to monitor 
the overall quality of care. 
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In otxler to improve access to community nursing homes at\d reduce the 
administrative cost associated’with maintaining hundreds of irrdividuat corrtracts, VHA 
has recently 4eveloped contracts with rrtulti-state nursing home providers: In 1996, six 
multMtState contracts andtone single-state, contract were awarded to corporations for 
quality ■eamrhimity nursing home care irt 1,053 facilities. These seven contracts 
together span:43 states andradded nearly600 nursing homes to VHA's existing contract 
community nursing. homep'rogram. In 1998, more than 28,800 veterans were treated in 
community nursing homes at VA expense. 

Adult Day Health Care (ADHCV This therapeutically oriented program provides health 
maintenance and rehabilitation services to veterans in a con^egate, outpatient setting. 
VHA operates 14 ADHC programs which had an average daily attendance of 442 
patients in FY 1998. VA also contracts until an estimated 480 non-VA agencies for 
ADHC services which provided services to an average of 615veterahs each day in FY 
1 998. The contract program has been established by 83 VA focilities. 

Alxheimer and Other Dementia Care Programs . Approximately 56 VA medical certleis 
have developed specialized programs for the care of veterans.with dementia. These 
programs include inpatient and outpatient dementia diagnostic programs, behavior 
management programs, adapted work therapy programs for patients with early to mid 
stage dementia, Alzheimer's special care units within VA nursing homes and transitional 
care units, and a model inpatient palliative care program for patients with late stage 
dementia. Programs for family caregivers of dementia patients include support groups 
and caregiver education, as well as respite and adult day health care services for the 
patient that allow Ifee time" for the caregiver. Many of these specialized programs for 
patients with dementia have beendeveloped by VHA's Geriatric Research, Education 
and Clinical Centers (GRECCs). Indeed, five of the current 1 8 GRECCs have a 
primary or secondary focus op Alzheimer's disease and related dementias. These 
GR^Gs have made significant contributions ^ both the scientific understanding of 
dementia arid improved models of care for dementfo patients. In addition, a 
comprehensive Center for Alzheimer!s Disease and Other Neurodegenerative Disorders 
has recently been established at the Oklahoma City VA Medical Center to focus 
specifically on development and evaluation of a niral health care model using an 
interdisciplinary, case management approach to dementia care. 

Home-Based Primary Care . This program is operated at 71 VA focilities across the 
country to^rovide'in-home primary medicatcare to home-bound veterans with chronic 
diseases, as welt asto patients with a temtinat illness. The patienfs fomily provides the 
necessary personal care under tile coordinated supervision of an'intentisciplinary 
treatment team based at the VA focility. The team plans and provides for tiie needed 
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medical, nursing, social, rehabilitation, and dietetic regimens and trains femily members 
and the patient in supportive care. In FY 1998, comp|ehensive primary care was 
provided in the honie by VHA-stafF to an average of 6,348 patients on any given day. 

Fee Basis Home Care . VHA also arranges witi« community home health agencies to 
provide skilled home care senrices for v^r^$., Under tills progrant, VA pays a per- 
visti rate to the qgency providing the service^ similar to what is done under the Medicare 
program.,. Approximately 15,000 veterans are served annually'in this program. 

'4 ■ . ’* 

Domiciliary Care . Domiciliary care is provided in VA doiniciliaries, as well as in state 
veta^ns homes. VA currently has 40 domidliaries, which, provided care to more than 
23,800 veterans in FY 1998. Nearly 5,000 of those veterans were homeless and 
admitted for specialized care. In addition to services for flie homeless, the domiciliary 
provides other speciafized programs to facilitate the rehabilitation of patients who suffer 
from head trauma, stroke, mental illness, alcoholism, early dementia, end a number of 
other disabling conditions. Although the average age of veterans overall in VA 
domiaTiaries is only 59 years (43 years for those in the homeless program), increased 
attention is, being focused on older veterans who reside in VA don^Haries. For 
example, elderly domtcHiary patients are encpwraged to become involved with prog^ms 
in the common^ such as senior centers and Foster Grandpar^tts. These activities 
have facilitated continued community involvement as well as reintegration into the 
community. Many of the domidliaries in state veterans homes provide similar senrices, 
although patients in the state home domidliaries tend to be older. In FY 1998, 46 State 
Veterans Home domidliaries in 32 states served more than 6,400 veterans. 

Community Residential Care/Assisted Livgio . This program provides room, board, 
personal care, and general health supervision for veterans who, because of health 
conditions, are not able to live independently and have no suitable fomily or sodal 
support system to provide needed care. A multidisdplinary team of VHA sfoff inspects 
private homes that provide residential cate/assisted living services prior to including ttie 
home in VHA's program and annually thereafter. Payment for services provided in a 
residential care home is the responsibility of the individual veteran. In FY 1998, 8,104 
veterans received residential care on a daily basis in over 2,100 homes approved and 
monitored by VHA. Veterans in this program are visited monthly by VHA healthcare 
professionals who monitor the care provided in the home. 

Homemaker/Home Health Aide (H/HHAt . This program enables selected patients who 
meet the criteria for nursing home placement to remain at home through the provision of 
personal care services. The H/HHA services are purchased by VHA from public and 
private agencies in the community. Case management is provided directly by VHA 
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staff. During FY 1998, 118 VA facilities purchased these services for apprbximately 
2,400 veterans on any given day. >- 

Respite Care . Another program that enables the chronically-ill, disabled veteran to live 
at home longer than would be otherwise possible is respite care. This' program is 
available at nearly all VA facilities and is designed to reduce the caregivir!^ burden from 
the spouse or other caregiver by admitting the veteran to a VA hospital or nursing home 
for planned, brief periods, totaling no more than 30 days per year. During the inpatient 
stay, patients are also provided with evaluative and treatment services needed to 
maintain or improve functional status, thus prolonging the veteran's capacity to remain 
at home. A formal evaluation of this program, concluded in 1995, found a high leYel of 
satisfaction among family caregivers and a high level of enthusiasm for the program by 
VHA staff delivering -the 'care' 

Hospice Care . AIWA medical centers have, at a minimum, an inter^ciplinary hospice 
consultation team that is responsible for planning, developing and' arranging for the local 
provision of hospice care. The program offers pain management, symptom control, and 
other medical services to terminally ill veterans, as well as bereavement cbunseling and 
respite care to their Emilies. Education and training also has been provided to facilitate 
the incorporation of hospice concepts into each VA facility's approach to the care of the 
terminally ill. Seventy-five VA facilities offer inpatient hospice care as well as 
consultative services. All VA medical centers also arrange for hospice services through 
community-based agencies. Hospice and palliative care initiatives have recently been 
intensified throughout VHA. Specific strategies to increase the availability of these 
services to veteran patients are under development. 

VHA Research Programs in Aging 

VHA is widely recognized for its research programs related to aging 'and senior 
care. VHA’sTntramural research program includes basic biomedical and dinioal 
research, health services research, rehabilitation research, and cooperative studies. 
Because of the diverse nature of diseases associated with aging, it is difficult to define 
precisely the content of the aging research portfolio; however, if one takes a broad view 
of aging, then a substantial portion of VA research funds supports studies-relevant to 
aging. 

Aging is one of VHA’s Designated Research Areas (DRAs), which are priority 
areas recently identified for the research program. Other DRAs address issues related 
to health pfOblems of 'the eldeVIy, including the cancer, stroke, degenerative bone and 
joint diseases, demenfiSs, and diabetes DRAS. 
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In 1975, VHA established centers of excellence 1n geriatrics called Geriatric 
Research, Education and Clinical Centers (GRECCs). The rriission of the GRECC 
program is to improve the health and care of elderly vetenws ttirough research, 
education and training, and the development of improv^ dinical models of care. There 
are currently 1 8 GRECCs throughout the VA system, each vM a distinct programmatic 
focus (e.g., interdisdplinary approaches to treatment of prosUite cancer; neurobiology, 
epidemiology, and management of dementia; ^lls and instabiRty; geropharmacology; 
cost-effective delivery of health care services to the elderly; and bioethical aspects of 
medical decision-making in aging). VA's GRECCs are widely recognized as having 
provided leadership in geriatrics and gerontology throughout ttie nation. 

VHA Education and Training Programs in Aging 

The training of physicians and other healthcare professionals in geriatrics and 
gerontology has been a priority for the VHA since ttie mid-1970s, when drree major 
initiatives were implemented. The first was the establishment of the GRECC program in 
1975, rnentioned akeady. This was followed by the development of a geriabic physician 
fellowship program in 1978, and the designation of 12, VHA li^terdisciplinary Team 
Training Programs (ITTPs) in Geriatrics that same year. Whjle comprehensive geriatric 
training for residents and associated health students was 'mitialiy only provided at 
GRECC and ITTP sites, such training is now provided at mote than 40 VA facilities 
nationwide. 

Eighty percent of the nation's academic leaders in geriatrics.loday received 
training in VHA, and VHA continues to be the largest single provider of geriatric training 
in the U.S. Special fellowship programs in geriatrics have been designated for 
psychiatrists, dentists, nurses, and psychologists. Beginning in 1994, additional 
positions were allocated to support residency training in long term care. Also, of the 
approxim^ly 112,O0O health professions students who receive clinical training 
ergreriences in VA fecinties annually, many gain experience in care of the eMeriy by 
rotating through one or more of VA's geriatrics and extended care clinical programs. 

Education and training opportunities are also provided for VHA employees. 
Continuing education programs are conducted at all VA facilities, in addition to regional 
and national training conferences conducted by VHA faculty. GRECC staff conduct, co- 
sponsor or serve as feculty at over 5,000 VHA geriatric care educational programs 
yearly. Resources related to the care of foe elderly, including videos, journals, 
textbooks, conference tapes, clinical practice guideRnes, and other health education 
materials developed by VA and non-VA sources, are available for VHA staff in VAMC 
libraries. 
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Future Long Term Care Initiatives 

The prevalence of chronic diseases, episodes of acute Illness and functional 
disabilities all increase with advanced age. The need for the full continuum of care, 
Including long term care, also Increases for the older, and particularly the “very old" 
population of veterans. All long term care patients benefit from an interdisciplinary, 
primary care approach that can be implemented across care settings. The site of care 
(e.g., home, clinic, hospital, adult day health care center) may change over time and 
depends more on the Individual patient's circumstances. Including his or her functional 
ability In carrying out activities of daily living, than on a particular disease entity. 

Our goal of providing comprehensive, coordinated services at the right time and 
right place for veterans In need of such services is vital to assisting veterans to maintain 
the highest possible functional level and cjuaiity of life. 

As noted earlier, VA Is developing a strategy to Implement all of the Federal 
Advisory Committee's recomrirtendations. I will provide this document to the committee 
when it Is co'mpleted. To the extent that we can do so within the existing authorities and 
programmatic resources, we will: 

• Achieve an Integrated care management system that incorporates all of the 
patient's clinical care needs: 

• Provide more care in home and community-based settings as opposed to 
Inpatient settings, when appropriate; 

• Achieve greater consistency in access to and quality of care provided in all 
settings: 

• Achieve greater consistency across the system in assessing patients for long 
term care and in managing care, including post institutional care: 

• Continue to emphasize VHA research and educational initiatives that will 
improve delivery of services and outcomes for VA's elderly veteran patients; 

• Continue to develop new models of care for diseases and conditions that are 

. .if . ' '1' 

prevalent among elderly veterans. For example, by the year.2000, we project 
that there will be 600,000 veterans with severe dementia. To help fi^d better 
ways of caring for these veterans, VHA is participating in a multi-site 
demonstration project on Alzheimer's disease and care management„which 
is co-sponsored by the Alzheimer's Association and the National Chronic 
Care Consortium (NCCC). (NCCC is a national nonprofit organization 
representing 30 of the nation's leading healthcare networks senring the 
Medicare and Medicaid populatj$>ns.)i 

As noted earlier, the Advisory Committee's recommendations will be considered 
within the context of the FY2001 Budget and overall Administration policy. 



81 


Conclusion 

VA has a long and proud tradition pf deli\tering .quality long term care services, 
and we believe we can improve our approach to‘ long term care. VHA has the 
opportunity to again assume a national leadership role in providing care for older 
persons by developing innovative solutions to long term care, | . believe that the manner 
in which VHA tackles its "demographic imperative'' \wll provide critical experiential 
information and may even define the nation’s approach to long term care in the coming 
decades. At a minimum, the VHA experience will serve to inform the policy debate 
about the growing need for long term care for non-veterans. 

That concludes my prepared remarks. I would be happy to try to address your 
questions now. 



82 


STATEMENT 

OF 

JOHN W. ROWE, M.D. 
CHAIRMAN 

FEDERAL ADVISORY COMMITTEE 
ON THE FUTURE OF VA LONG-TERM CARE 
ON 

VA LONG TERM CARE 
BEFORE THE 

HOUSE VETERANS’ AFFAIRS COMMITTEE 
SUBCOMMITTEE ON HEALTH 
APRIL 22, 1999 


Mr. Chairman, thank you for inviting me to discuss the findings and 
recommendations of the Federal Advisory Committee on the Future of VA 
Long-Term Care. I am John W. Rowe, M.D., the President and CEO of Mt. 
Sinai • NYU Medical Center and the Mt. Sinai School of Medicine. I served 
as Chairman of VA's Advisory Committee on Long-Term Care. 

Background 

The Committee met in April and August of 1997 under the chairmanship of 
the late Dennis W. Jahnigen, M.D. I chaired the Committee for its 
November 1997 and February 1998 meetings and its summary work in 
preparing its report. That report, VA Long-Term Care at the Crossroads, was 
completed in June 1998. 

I wish to thank the members of the Committee for their hard work, insight 
and dedication. I also wish to thank Judith A. Salerno, M.D., M.S., VA's 
Chief Consultant for Geriatrics and Extended Care, Daniel Schoeps, 

Director of VA's Long-Term Care Contract Programs and the staff for their 
work at the meetings, for devising analyses for the Committee's review, and 
for assisting in the preparation of the Committee's report. 

Throughout this statement, reference is made to the Committee's report, 

VA Long-Term Care at the Crossroads, with the page numbers noted. 
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The CommWee’s 

The Committee found VA's long-term care pr«gyaros to be a major strength 
and a crucial component pf veterans’ healthcpfe. .VA, as a healthcare 
system, offers a fairly broad array of lomg-te^ care services thativould be 
difftcult to match in other systems of care. As a national resource with a 
rich tradition of providing quality care, VA's long-term care system is too 
important to lose. There is much to learn from VA - for the veterans who 
are generally well served by the system and for the nation, as it begins to 
look at better models for delivering long-term care. (Crossroads, pages 2. 
11-14) 

Despite, the quality of the care and a sound, reputation, the Committee had 
serious concerns about the viability of VA's long-terrp, care services. The 
Committee found VA long-term care services to be at a crossroads. The 
Department continues to witness a grovrth in demand for long-term care 
services, but.access to that care has not kept pece with demand, and in 
some cases, has been sharply curtailed. VA's existing long-tern;i care 
programs, developed in the 1970s and early 1980s, have not been re- 
engineered to meet the needs of veterans of a modern healthcare system. 
VA has not responded to the rapid changes jn care delivery that has placed 
a premium on home- and community-based care. At many facilities, long- 
term care is not integrated into the fabric of the delivery system a.nd is not 
coordinated into a unified set of services. At the network level, long-term 
care is not adequately integrated into. the VISN management structure and 
strategic plannirig. Financially, long-term care services are perceived by 
many local rnariagers to be underfunded. In a no-growth budget 
environment, management initiatives to lower per patient costs contribute 
to disincentives to provide long-term care. (Crossroads, pages 2, 5-10) 

The Committee considered a number of models to address the future of VA 
long-term care. These models ranged from dismantling VA's continuum of 
long-term care to providing all long-term care within a VA-operated 
structure. After a careful and deliberate examination of programs, finances 
and management, the Committee unanimously recommended a re- 
vitalization of VA long-term care services. This approach would involve an 
emphasis on developing home- and community-based care, minimizing 
capital investment, and placing a greater reliance on contract care, and, 
when available the State Veterans Homes. (Crossroads, page 3) 
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The Comtnbtee’s Reconi tf^dations 

The Committee approached its recommertdatioris with the fuJI knowledge 
that VA Was operating under a no-growth budget. The UndeT Secretary for 
Health made that clear in his Charge to the Committee. As a CEO of a 
major healthcare organization, f appreciate -the difficulty Dr. Kizer confronts 
in addressing this budget for all aspects of the VA healthcare system, 
including long-term care. (Crossroads, page 4) 

The Committee made 20 recommendations and presented 4 ideas to 
improve accountability and provide incentives to re-invigorate long-term 
care in VA. Five recommendations address design and planning issues, 12 
recomrhendations apply to current services and associated issues and 
there are 3 recothmendatidn's for legislative proposals. (Crossroad^', pages 
26-28) 

The core recommendations, dealing with VA operations and polities, can be 
summarized in four points. 

Provide Strong Incentives to Managers to Provide Long>Term Care. 

Incentives have proven remarkab^ successful in VA's re-structuring of its 
healthcare delivery. Objective performance measures exist that will 
improve veterans’ access to long-term care services. 

Proceed with Nursing Home Construction Only When Absolutely 
Necessary. VA needs to minimize its funding for new buildings. The case 
for new beds requires more rigoroiis analysis in the areas of patient need 
for care and the availability of alternative resources to meet that need. 

Invest in Home-and Community-Based Care. The Committee called for 
tripling the inveSfnierit in home- and community-based' services over a 5- 
yeaf' period. The Committee strongl/believed that VA should be at the 
cutting edge in delivering services in noninstrtutional settings. At the same 
tirrie, the Committee believed VA's nursing home programs should be ' 
maintained and re-engirieered, and that the current level of investment'in 
nursing home care was appropriate. 
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Improve Fairness in Long-Term Care Policies. The Committee was 
concerned by the divergence in local policies governing admission to and 
discharge from VA's long-term care programs. There is a ciear need for 
national direction to insure a level of commonality in local policies, so that 
veterans can see an equal opportunity of access to long-term care, within 
the eligibility rules established by Congress. (Crossroads, pages 6-8, 15-18, 
26-29) 

The Committee's recommendations called for VA to consider three 
legislative proposals. 


1. Respite Care. VA already provides respite care in its own nursing 
homes. The Committee recommended the authority be expanded to other 
settings. 


2. Assisted Living. This emerging locus of long-term care was not 
contained in the Committee's Charge. The Committee sought expansion in 
this area, as an offset to growth in nursing home expenditures. 


3. A Limited Nursing Home Benefit. The Committee sought a middle 
course in recommending a 100-day, post-hospital benefit, independent of 
existing nursing home authority. The Committee was unwilling to 
recommend full 'eligibility reform' because of cost concerns. (Crossroads, 
pages 19-20, 26-27) 


Conclusion 

The VA has an outstanding opportunity to move its long-term care 
continuum forward to the great benefit of veterans and the nation. As a 
society, we have yet to struggle in a comprehensive way with the direction 
we want to take for elderly, chronically ill and disabled Americans. The 
country 'can learn from VA's experience. 

I close this statement, mindful of the words of the late Dr. Paul Haber, the 
father of long-term care in VA. There is a quote from him, highlighted on 
the back of the title page of the Committee's report. 
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“/As the number of aging veterans increases over the next decades, the 
Department wili need to expend more resources for their carp. Expanding ■ 
senrices for old, chronicaiiy Hi patients will cause disquietude among some in the 
Department". 

VA was faced with competing interests in 1975 as it is today. As a result of 
the decisions made almost 25 years ago, VA became a national leader in 
long-term care. That leadership is now threatened. At this new 
crossroads, VA must re-dedicate itself to excellence in long-term care. 

I thank the Committee for this opportunity to present the views of the 
Federal Advisory Committee on the Future of VA Long-Term Care. 
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NATIONAL ASSOCUnON OF STATE VETERANS HOMES 
ISSUE OF LONG-TERM CARE FOR OUR 
NATION’S VETERANS 

The National Association of State Veterans Homes appreciates the opportunity to appear 
before this distinguished Committee to express our views pertinent to the Issue of Long- 
Term Care for Our Nation’s Veterans. Your understanding of our program and 
generosity you have proNdded over the yeara to carry out our mission of “caring for 
America’s Heroes” is greatly appreciated. 


We feel our involvement to be extremely important with the increasing demands being 
made upon our Federal Government for ilmding and taking care of our veterans, 
particularly those increasing numbers of eld^ly veterans who have reached that time in life 
when such care is needed 


The Department of Veterans Affiiirs in conjunction with its nursing home and domiciliary 
in-house long-term care programs and the conummity contract Nursing Home program 
promotes “the care and treatment of veterans in State Veterans Homes as one means to 
attain the goal of developing and maintaining the highest possible quality of patient care 
with an appropriate scope of services to meet the eligible veteran’s health care needs. 
Two programs are established as follows ” 

GRANTS FOR CONSTRUCTION OF STATE HOME FACIUTIES 

This program is authorized by Title 38 U.S.C. 8131-8137, formerly 5031-5037. The 
objective is to assist the several states to construct or acquire State Home facilities for 
furnishing domiciliary, and nursing home bare for veterans in State Homes. Funds can be 
utilized to renovate existing hospiul facilities in .Stdte Homes; however, the construction 
or acquisition of new hospital facilities or beds cannot be financed through the program. 
Project grants are made by VA, which may not exceed 65 percent of the estimated cost of 
construction including the provision of ini^ equipment for any such building. 


PAYMENT TO STATE HOMES 


This program is authorized by Title 38 U.S.C, 1741-1743, formerly 641-643. The 
objective is to assist the states in providing for the care and treatment of eligible veterans 
in recognized State Veterans Homes, which meet ^cb standards, as the VA Secretary 
shall prescribe. Per Diem payments are made by VA for domiciliaty, nursing home, and 
hospital care provided to eUgible veterans at rates established annually but not to exceed 
one-half of the cost of veterans’ care in such State Homes. ' 


A partnership has existed between the various states and the Federal Government for over 
a century to provide care to veterans. H we review debates on the original Act of August 
27, 1888, we find this initial statute for monetary allowances to State Veterans Homes 
was in effect, an invitation to the states to shve the burden of d(»niciliary care for 
veterans with the Federal Government. As was stated in the Senate Committee on 
Nfilitary Afiws Report, S. 2115, at the timr, “We propose simply to admit into State 
Homes for Disabled Soldiers upon the same terms in which th^ are admitted to National 
Homes.” An exhaustive review of this whole relationship is contained in Report #1377 of 
the House of Representatives, 90th Congress, Second Session. 


We respectfoUy submit that this imparrial, detailed study clearly establishes a partnership 
between the State, Federal Government and State Veterans Homes operations. As a 
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’The 
thus, 

appn^uiating fiinds to State Homes ($100 per year, per veteran) to assist tiiem in thdr 
cost of providing care and treatment. Subsequent le^sl^n increased die per a nnum 
rates and expanded the program in 1949 to include St^Home ho^^^. cai^. , 

In 1960, die method of Federal aid paymoits to State Homes was diangeid from a p& 
annum rate to a p^ diem rate by the passage of Public Law 86-625. bi 1964, Public Law 
88-450 author!^ the nursing home care program within the Vet^;^ Adntinistradon, 
eiqianding the per diem program in State Homes to indude a rate of $3.50 for nurang 
care. Again, duoughout the years l^sladon lias inoeased tte diem rates. During 
FY98, the ^ year for wl^ we have figures for coffifiutfison with the community 
contract program and the VA in-house loi^-tem care program, per dem rates for nursing 
home and hospital care being $40.00 and $17.78 for domidli^ care. VA continues to 
make progress toward increaang its per dton payments to State Vetmns Homes umil h is 
defi^ying 33 1/3 ptfcent of the avmge atonal cost of providing long-teim care in a 
State Veteraas Home. The National Association of State Veterans Homes applauds the 
VA for its willingness to assume a more equitable diare. 
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The State Veterans Home program has grown fixim 11 Homes in 11 states in 1888 to 
presendy 95 Homes in 43 states. Nursing home care is provided in 88 Homes, domiciliary 
in 47 Homes and hospital-type care in 5 Homes. These Homes presently have over 
24,000 beds and in FY98 provided more than 6.7 mtllion days of care (nursing home care 
5,302,013, doimcUiary care 1,323,051 and hospital-type care 85,030).’ 


matter of &ct, the report states, "i.e., it seems quite plain to your Conimitme ^ a pi 
of this burd^ yea, die greater p^ of it diouldhe torn b^ 'dw FedM^vemmoit,’ 
Federal Govmunem in 1888 emlished the first grant Wogram in Ammcan lostory. 


The pro^nm of assistance to states for construction, remodeling or renovation of State 
Home facilities began on ^gust 19, 1964, with the enactment of Public Law 88-450, 
which authorized annual appropriations of $5 nuUion for making grants to St^e Homes by 
the Veterans Administrarion. These grants were limited to no more than 50 percent of the 
cost of constructing new nursmg care &c3ities, eoqianding or remodeling buildings for use 
as nursing care focUities, and initiaUy equipping sucb-focilides. Not more than 10 percerU 
of the fotos appropriated for any fiscal year could be used to assist m constru^on of 
nursii^ home care fiicilities in any one state. ^ 


Since the inception of the Constnicdon Grant Program, subsequent l^lsladon has made 
many changes and extended the program to one of permanracy. The departm^ of 
Veterans Afi&irs FY2000 Budget Stomission through FY99 indicates there has bera a 
total of 141 new bed projects with 20,139 new beds added to the State Home program 
and 180 projects pertinent to remodeling, renovation, fire safety, ete. Planned VA 
paiticipatioii for aU the projects reflect 62 percent of the total consttuction cost bring 
underwritten by the Fed^ Government.^ 


The methodology for awarding construction grants has heea efiStetive ov^ the years as 
noted by the nunfoer of new homes and beds in the ^^stem. With more and more states 
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filing projects for assistance with renovation/remodeling, to .keep abreast of programmatic 
regulatory issues, life safety A,D. A., etc., and the concern ovot builcfing of new beds at the 
present rate is 6f concern to the National Associafion .c^ State Vete;^^ Homes 
membership. ^ 


Why? Under the current methodology fi>r awarding State Home construction grants, bed- 
producing construction projects move to tl^ top of the priority-funding list. 'Uus process 
forces renovation projects down the list and out of fimding range. 

While under our proposal, State Home coz^^ction grant requests would-be prioritizi^ in 
the’y^ they are received, utilizing current bepar^^ of Veter^ Afi^irs needs criteria. 
Grant requests received iii'fi^e years would be priootized in the same manner \yitb file, 
understanding that they will hot recdve fimdhjg unfil prefects subiiutt;€^.ip, previous years 
are fimded' Howev^, a state ^^oqt Sta^ Veterans Home automatical^ becomes 
eligible for funding for its first Home regardless of the year its requiest is received. (Many 
states are having diMculty conyincii^ their elected ofiBdals to leave, state funds 

intact for rembdeluig/renov^oa prqjects, in some cases for.years, as they wait for federal 
matching funds tb’become available. Adopting this strategy would enable states to better 
plan and anticipate funding time frames.) 


Presently, there are only three states in the Union that does not have a Veterans Home 
(Alaska, Hawaii and Delaware). Some new states with Homes are waiting for VA 
approval; other new states have their first Home under construction, while established 
states in the program are adding to the number of Homes within their state. 


In this era of diminishing resources and concern for increased demands for long-term care, 
particularly when the Department of Veterans Affairs has changed drastically from an in- 
patient to an out-patient care mode, reduced its long-term capability (in-house and 
contract) and with community hospitals being bound by the concept of the Diagnosis 
Related Groups (DRG), the State Veterans Home becomes more important as a long-term 
care provider. Why? Because care furnished by State Vet^am ^ifities is typically for 
severely disabled, infirm vetef^kis requiring complex care and for impaired veterans \ritb 
poly-substance abuse and menud health problems who demonstrate a need for requiring 
nursing care' and other professional heailth care seivices over a protracted period of time, 
thus, placing State Homes in the unique porition of caring for the severely debilitated 
patients requiring extenrive amounts of care ov^* a long period of time. 


And what better way to provide the quality of care that tbty deserve than being cared, for 
in a State Veterans Home? The Homes have to adhere to standards of Cve as established 
by the Department of Veterans AIKiirs, several are ai^roved by the Joint Commission of 
Aco-editation^of Heahfa Care Organizations, and ah must meet individual State regid|tpty 
compHance/i^c The slfvices provided the State Veterans Homes reflect sehrifi^ty and 
an acloiowledgment of the coittribution c^e by its patiaits. The care provided is cost- 
effective as noted in page three of this document and of high quality. X^ere else in FY98 
could you purchase nursing home care for forty debars ($40.00) per day or domiciliary 
care for $17.78 per day? 


Currently, our nation is faced with the largest aging veteran population in history. (VA 
estimates that the number of veteran’s aged 75 and. older wip increase from about 2,6 
million in 1995 to about 4.0 million in 2000). We beteve file. St^e ^Qme pTPgr^ will 
continue, wd even expand, its role as an extremely vi^^^sset tD:l|ie Deparpnent. of 
Veterans Affairs in meeting this great challenge. State V^eians Homes, where feasible 
and on their own initiative, have alreuly taken innovafive steps in providing services to 
meet a broad range of veterans’ needs. What we need is recognition of those efforts 
through a greats commitni^t of resources and support by those who share responsibility 
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meet a broad range veterans* needs. What we ne^ b rect^don of those efibits 
dirough a greato' conunitmeat of r^cau'ces and support by diose who share resyxmalnlity 
for our v^erans* care. V^dhout die inte^iuion of all av^lable resource we to 

meet our moral obligidioas to oitf Nation’s veteans. 

With this in mind, the National Association has gone on record and Glared thdr thou^its 
potinent to the following legislation initiatives wifo the Vetoans Affiiirs Committees, 
D^iartmoit of Veterans Affi^ Veterus Oiganbt^ons, etc.’ 

1. Increase VA per diem payments to State Veterans Homes to an amoum equividait to 
33 1/3 % of the national average cost of providing care in a State Vetoans Home.’ 


2. Obtain sufficient federal dollan to fidly fund the baddog of approved grant 
applications to the VA State Home Construction Grant Program.’ 

3. Modify the methodology for awarding State Home construction grant fends to a 
concept that incorporates elemoits of both “fest come, hrst served” and VA’s current 
"needs formula”.’ 


4. Estabtish State-Home-Based Personal-Care Services through the State Home Program 
uffiizing a fending formula vndi VA assuming 33 1/3 % of its average national cost of 
providing such care thro^Bih VA ho^hal-based programs.’ - 

We in the National Association of SUde Veterans Homes stand ready'^o me^ the 
challenges feat lie ahead feding confidmit th^ we can contimie to be a vahiifele resource 
for fee Dqiartment of Veterans Affiurs and the Nation in providing long-term health care 
ser^ces for the Nations’ chronicaUy HI, handica{^ped aging vmerans kee|»ng in mittd 
service, effiden^ and economy. 


Thank you, Mr. Chairman and Members of the Committee. 


* tbtkmal Association qf State Veterans ffoines,MenibaihipDiiectoiy 1998-1999 D-1 
^ Caiing for America’s Heroes 1864-1999 Pyi998 

’ VA Federal Grant Application to Hursng Hmne-Care, Domiciliaty Care and Ho^ital Care, Geratrics 
and Grants Management Service, Dqt ai t men t of Veterans AfEsirs, Washingbai, D.C. 

^ FV7QQQ Bndg^ Sub migmon, t^ qMiLugn t rf VeterMia Afl&m, SnminMy, ViAiine S of 6. OfBceoffee 

Assistant Secrttaiy for Kfanaganent Fttanaiy 1999 

’]bid..Nbte2 

^IlMd..Note2 

^ndd..Note2 

^lbid.,NotB2 

’lbid.,Note2 
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TESTIMONY BEFORE THEffOUSE OF REPRESENTATIVES 
COMMITTEE OM VETERANS AFFAIRS REGARDING 
ALTERNATIVES FOR REDESIGNING VA STRATEGY FOR 
STATE VETERANS HOME CAPITAL INVKTMENT DECISIONS 


SuiSfriitted by: 

Pamela Zingeser, Principal 
Birch & Day|%J^sociates, Inc. 

April 22, 1999 



5irch & Davis Associates, Inc. 

8905 FairvicT Doad (Suite 200 

(Silver Sprins, MD 2C910 

Phone • (301) 5898760 FAX • (301) 6500398 
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TESTIMONY BEFORE THE HOUSE OF REPRESENTATIVES 
COMMITTEE ON VETERMIS AFFAIRS REGARDING 
ALTERNATIVES FOR REDESIGNING VA STRATEGY FOR 
STATE VETERANS HOME CAPITAL INVESTMENT DECISIONS 


Bitch & Davis Associates, Inc. (B&D) was engaged in August, 1998 by the Department of Vetetans 
Affairs (VA) to examine the State Vetetans Home (SVH) Construction Grant program. This study 
effort was conducted over a period of approximately 8 months. Speciftcally, B&D was contracted 
to; 

• Identify current SVH utilization patterns and residents demographic characteristics 

• Determine the levels of care and types of services offered to the residents 

• Review the role of SVHs within the VA long-term care continuum 

• Analyze the method the VA uses to assign priorities to construction grant requests 

• Develop options to restructure the prioritization process for the SVH Constmction Grant 
Program 

To conduct its examination, B&D reviewed stadstica) and prohrammatic information furmshed by 
the VA; interviewed various stakeholders, representatives of Congressional committees, and other 
concerned parties; visited nine SVHs to discuss care delivery Systems, resident needs, and facility 
maintenance; gathered information from several State health planning agencies concerning the 
issuance of certificates of need to SVHs; arid analyzed data collect fiom a questiotmaire distributed 
by the National Association of State Vetetans Homes to all 95 SVHs. 

The questionnaire distributed by the National Association of State Veterans Homes was designed 
to obtain information regarding the level and type of services provided to SVH residents, their 
demographic characteristics, and' utilization related data. Seventy-six of 95 SVHs (80 percent) 
representing 86 percent of all authorized beds completed and returned the questionnaire. The 
responses, coupled with information from other sources reveal that; 

• About one-half of the SVHs provided nursing home care only in 1998, 4 SVHs provided 
domiciliary care only, and the remaining SVHs provided multiple levels of care, including 
hospital cate in 5 SVHs. 

• The number of authorized nursing home beds in SVHs increased 65 percent between 1987 
and 1998 (from 10,686 to 17,644) as the number of SVHs with such beds leaped from 48 to 
88. 

• During the same time period (1987 to 1998), the number of authorized domicilj^ beds 
decreased 15.4 percent (from 7,056 to 5,969),' although the number of SttHs with such beds 
increased from 43 to 48. 

• The responding SVHs offered a wide range of nursing, rehabilitation, nutrition, personal, 
social, and transportation services to their residents. 

• Approximately 7,100 persons were admitted to the responding SVHs in 1997 from a variety 
of locations, including 19 percent from VA faciUties. About 6,100 residents wete discharged 
during the year. 
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• The o^up;mc 3 ;«^te^iH§p(horized ,nwsing home beds in SVHs was 89 
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• The aveti^sdtMgdVdf'S^lnihe vast mJdo4^of^pdhd)t%S^%[$,exdeeded]one year. In 
more than a few SVHs, the reported ave^e stay exceeded three ]%ars. 

• Over nine-tenths of the residents of 33 SyHs with nursing home beds only and 42' percent 
of four SVHs with domiciliary beds only were 65 years and older. 

• About 7 percent of SVH residents in 1998 were not veterans. Federal regulations allow 
SVHs to admit 25 percent nonveterans (e.g., veterans’ spouses and other immediate family 
members) and still qualify for SVH construction grants. 

2. CURRENT METHOD FOR ASSIGNING PRIORITY TO CONSTRUCTION GRANT 

REQUESTS 

Since 1977, the States have requested grants for a combined amount that has consistently exceeded 
the amount the Congress has appropriated for the SVH Constiuction Grant program. As a. result, 
since 1988, the VA has assign^ a priority to each request based on a method specified in Federal 
legislation and regulatiot)S> .'Die annual amount appropriated for the program has fluctuated widely 
over the last decade, fiom $41.3 million in FY 1990 to $90 million in FY 19W. 

Prior to 1988, SVH construction grants were awarded on an essentially firstKxrme, first-served basis. 
Since then, a bed needs method that relies on six priority groups has been used to determine the order 
in which grant requests are funded. This method is applied within a hierarchical ftameworlc. Grant 
requests are assigned priorities based on specific variables arranged in a predetermined order. The 
sequencing of the variables is, therefore, nearly as important as the variables themselves in deciding 
whether and when a project is funded. In other words, a grant request that scores poorly on a 
variable early in the sequence is unlikely to be funded because low initial scores caruiot be overcome 
even by extraordinarily high scores for variables lato in the sequence. 

The current priority method favors certain types of projects over others. Higher priority is given to 
grant requests (1) fom States that obligate sufficient fimds for a project, (2) from States with unmet 
bed nee^ above 91 percent, (3) for nursing home projects over domiciliary projects, (4) for 
bed-producing projects over renovation projects, (S) for life safety projects over other renovation 
projects, and (6) for projects with the earliest preapplication and application dates. These 
preferences help to explain why: 

• Seventeen of the first 20 grant requests on the priority list for 1999 (a total of 89 projects) 
are bed-producing projects. The fi^ renovation project is 20tb on the list; it requests funds 
for a life safety project. 

• Bed-producing projects rucount for 80. percent of the dollar value of the grant requests on the 
1999 priority Hst but only 30 percent the number of grants requested. 

• Over 90 percent of the dollar value of the bed-producing projects on the priority list for FY 
1999 ate for nursing hoitte beds; the retnaining 10 percent ate for domiciliary beds. 

• Bed-producing projects accounted for 97 percent of the dollar value of the grants awarded 
in 1998. 
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The chief advantage of the cunent priority method is its simplicity. Grant requests can be ranked 
manually, without any complex calculations. Assignmrat of priorities is based upon answers to the 
following questions: 

• Has the Sta^ obligated si^cient funds for the project? 

• Does that State have an unmet.bed need at or above 91 percent? 

• Will the project add nursing home, domiciliary, or hospital beds? 

• Will the project renovate a nursing home, domiciliary, or hospital unit? 

• Is the grant requested for a life safety project? 

• What are the preapplication and application dates? 

However, while simplicity is the main advantage of the current priority method, it is also the primary 
source of its limitations and shortcomings. 

3. LIMITATIONS OF THE CURRENT PRIORITY METHOD 

Sixteen methodological issues have been identified. Nine of them emanate from the fact that bed 
need is measured in terms of the maximum bed capacity or bed supply the VA would help finance 
if Congress appropriated the money. Veterans ate assumed to need these beds, and their need is 
assumed to be uniform nationally. Unmet need is said to exist whenever a State does not have the 
maximum bed capacity that the VA would fund, regardless of the availability of suitable beds in VA 
facilities, conununity nursing and domiciliary homes, or existing State homes. The maximum bed 
capacity that the VA will hind is 4 nursing home beds per 1,000 veterans and 2 domiciliary beds per 
1,000 veterans. We found no empirical justification for these bed standards. 

Second, bed need is measured in terms of the entire veteran populadon rather than veterans who are 
likely to utilize beds in State homes. This distinction is very important because the total veteran 
population is expected to plummet 20 percent between 1998 and 2010 and an additional 19.7 percent 
between 2010 and 2020. In contrast, the number of aged veterans* or those over 64 years of age and 
most likely to need long-term care* is forecast to decrease “only” 7.6 pfercent between 1998 and 
2010 and “only” S.5 percent between 2010 and 2020. Additionally, the number of veterans 85 years 
and over is projected to nearly quadmple between 1998 and 2010, and then decrease slightly between 
2010 and 2020. 

Third, urunet bed need is predicated on the number of veterans residing in a State at the time a grant 
request is submitted rather than the number of veterans who are likely to seek cate during a home* s 
useful life. This difference is important in light of the dramatic decline expected during the next two 
decades in the veteran population. 

Fourth, unmet bed need plays a role in the assignment of priorities to grant requests submitted by 
States with an unmet bed need at or above 91 percent of the maximum allowable or “fundable” 
capacity. Unmet bed need has no bearing on the priority assigned to other grant requests, however. 
In other words, the current priority method does not differentiate between an unmet bed need of 
minus 10 (i.e., maximum bed capacity exceeded), 20, 45, 60, or 90 percent, except whenever a State 
must justify, to the VA* s satisfaction, that more than 2.5 nursing home beds per 1,000 veterans are 
needed. 

In addition, the current method does not factor the quality of care furnished in existing State homes 
into the priorities assigned to grant requests for renovation projects. Although subpar performance 
can be penalized in die awarding of grants, exemplary care cannot be rewarded in assigning priorities 
to grant requests. Finally, use of application and preapplication dates to determine priority is not 
need based. States with the earliest grant requests may not be the States with the greatest unmet bed 
needs. 
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4. OFTICmS FOR CHANGE 

Several stakeholders and other concerned parties have concluded that the current priority method 
should be revised. In fact, the National Association of State Veterans Homes and the American 
Health Care Association have issued position papers recommending specific changes. The National 
Association of Stale Directors of Veterans Affairs has issued a proclamation supporting NASVH* s 
position. A bill entitled The Veterans^ Nursing Care Availability Act of 1996 also recoiiimended 
ways to modify the current method. 

There are a variety of ways the VA could revise die priority method. There is no single best method, 
independent of specific policy gogls. A number of methods are possible which depend upon the 
criteria or variables used and how they ate sequenced and weight^ in the prioritization process. 

The following five objectives guided B&D’s review of the current priority method and subsequent 
analysis of the ways in wluch it could be modified: 

• Fairness — ^Any changes should ensure that the method is equitable to all States and enables 
veterans in similar circumstances to have the same opportunity to obtain the long-term care 
services they need. 

• Objectivity — Quantitative rather than qualitative information should be used to assign 
priorities to competing grant requests. An objective method would help to minimize the 
challenges, disputes, and inconsistencies that may accompany subjective ranking metiiods. 

• Data Availability — ^Public data published by credible organizations should be used to 
establish priorities. The data should be published at regular intervals and preferably, be 
available in computerized files to facilitate analysis. 

• Administrative Ease— The method should be relatively ease to apply and describe to 
interested patties. It should not be unduly complex or requite a costly infrastructure or 
investment in time to maintain and monitor. 

• Predictability — Interested patties should be able to predict whether and when grant requests 
would likely be funded. 

The preceding objectives ate not entirely consistent with each other. Consequently, in revising the 
priority method, it is quite liimly that some tradeoffs among the objectives will be necessary. 

It is important to note that Federal statutes or regulations will need to be revised to make certain 
changes in dte methodology, and consensus will be easier to build for certain changes than for others. 
In all cases, the VA and States will need time to make conforming administrative changes. 

A changeover from a maximum bed capacity or supply-driven concept of need to a veteran or 
demand-driven concept would reprasent a fundamental change in the priority method. Grant awards 
would be ba^ largely on veterans* functional and health stams coupled With bed availability in 
all settings rather than a predefined number of beds in a specific setting. This change would affect 
both the aggregate numbers of beds in State homes that could be funded as well as the interstate 
distribution of those beds. Some States would lose beds, while other States would gain them. 
Certain gains or losses might be significant 

This critical supply-to-demand changeover could be accompanied by several other changes of 
varying degrees ot importance. Among the possibilities are: 

• The priority method could be applied within a nonhierarchical framework rather than a 
hieraiclucal frameworit A nonhierarchical approach would assign priorities to projects but 
without the variables being arranged in any preset order. Each variable would be assigned 
a weight, and grants would be awarded based on overall weighted scores. A grant request 
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that scoies poorly on any one variable would therefore not necessarily be precluded from 
receiving a grant award. 

• The current medibds preference for bed-producing projects over renovation projects could 
be erased^by splitting the total amount Congress appropriates for the SVH Construction 
Grant program into two distinct funds, oiie each for bed-producing and renovation projects. 
Different priority methods could be applied to bed-producing and renovation projects. 

• The current methods preferenix for nursing home beds over domiciliary beds could be 
changed by leveling the numerical values assigned to all bed-producing grant requests. 

• To promote cost efficiency, the definition of acquisition and construction of beds could be 
expanded to accorrunodate long-term lease arrangements. 

• Urunet bed need could be used Co assign priorities to all grant requests, not just those from 
States with an unmet bed need above the 91 percent threshold. 

• The current practice of using the same urunet bed need percentage to establish priorities for 
multiple grant requests submitted by a State on the same priority list could be terminated. 
Alternatively, a limit could be imposed on the number of grants a State could be awarded 
during a single year or consecutive years. 

• Unmet bed need could be based on the projected number of veterans likely to seek care from 
State veterans homes rather than the total number of veterans residing in the State at the time 
a grant request is submitted. 

• Bed availability in VA facilities, community nursing homes, and existing State veterans 
homes could be considered when assigning priorities to grant requests. 

• The current priority method could incoiporate the quality of care in existing State veterans 
homes when assigning priories to grant requests for renovation projects. The quality of care 
could be based on infonii^tion from diverse sources, such as resident assessments, 
satisfaction surveys, and medical record reviews that compare treatments with practice 
guidelines or clinical pathways. 

Initiatives to revise the current priority method will spark questions about when the new method will 
be implemented and how the changeover will affect grant requests on the current priority list. A 
critical issue will be whether some or all of these grant projects are grandfathered into the new 
program. If all such projects ate grandfathered, the new priority method will have no impact on the 
grants awarded for several years to come. 
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5. POUCYRELATEDISSUESTOBECONSIDEREDINMETHODOLOGYREVISION 

As indicated above, there are a number of ways in which the current grant construction methodology 
could be modifie$i. In changing the methodology, the VA will have an opportunity to incorporate 
variables in the decisionmaking process that willresult in the funding of projects that meet veterans’ 
needs and reflect the strategic direction of the Agency. 

We recommend that the VA and its stakeholders address answers to the following questions as part 
of the revision effort: 


Issue 

Ouestions for Policy Makers 

Framework 

Will the priority method be hierarchical or non'-hierarchical? 

What variables will be used to assign priorities to grant requests? 

In what order will the variables be sequenced or what Vb«i^ts will be assigned 
to them? 

Two Distinct Funds 

Will two distinct funds be used for bed-producing and renovMion projects? 
What pocentages will be used to split tte budget appropriation into two 
funds? 

Information Requirements 

\K^iac information must Swes submit vrith each grant application? 

What penalty be imposed for noncooq>)iance or late submissions? 

How will new information be collected, maintained, or processed? 

Obligated State Funds 

Will States be required lo obligate funds? 

Wifi the State match vary accrntfinc to request type? 

Unmet Bed Need 

Will the definition and measurement of need be changed? 

Will need be based on all veterans or veterans lil^y to use State homes? 

Will need be based on current estimates or projections of the veteran 
population? 

Will need be supply or demand driven? 

Alternative Sources of Care 

Will alternative sources of care be ftctored into the grant award formula? 

Which alternatives? Beds in existing State homes? Beds in community 
nursing homes and/or domiciliary homes? Beds in VA fivilities? 

Substitutable services offoed by noiUDstitutional providers? 

How will the alternatives be measured? 
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STATEMENT OF DISCLOSURE 


Birch & Davis Associates, Inc. conducted the “Alteinatives for Redesigning VA Strategy 
for State Veterans Home Capital Investment Decisions” und^ the VA Management 
Smdies and Analysis Contract, Contract Number V101(93)P-1442, Task Order 19. The 
total value of this contract was $3 13,727. 
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PAMELA FISH ZINGESER BIRCH & DAVIS ASSOCIATES, INC. 

Principal 

PROFESSIONAL EXPERIENCE 

Since joining Birch & Davis Associates, Inc. (B&D), in 1979, Ms. Zingeser has mgaged in the full 
spectrum oftraditional managcsment consultiAg efforts. She has provided dioff-term teehnical assistance; 
conducted nationwide tratn'ing Events; directed large-scale survey research activities; and conducted a host 
of program/project evaluations. Aer expertise in health care financing is derived from her work with 
numerous Federal and State agencies and a variety of private-sector clients, including health maintenance 
organizations (HMOs), community health centers, and third-party payors. 

During her more than 1 7 years with the firm, Ms. Zingeser has directed a number of large-scale task 
order/technical assistance contracts and has demonstrated a keen ability to manage multiple assignments 
that cross a number of technical areas. She received her master’s degree in health care administration with 
a concentration in health care planning from The Johns Hopkins University. 

At present, Ms. Zingeser directs the management studies related task order contract for the Department 
of Veterans Affairs. As Project Director, she is overseen the following engagements; 

• Rc-Desigoing VA’s Strategy for State Veterans Home (SVH) Capital Investment 
Decisions — B&D conducted a review of the VA’s State Home Construction Grant 
Program and developed alternative methodologies for prioritizing State grant applications. 
B&D researched alternative models and methodologies for needs assessment; designed 
a survey instrument and collected data of SVH patient and facility characteristics; and 
conducted site visits of select focilities to assess the range of services provided and the 
characteristics of the veteran population being served. 

• Evalnatioa of Primary Care Delivery at the Veterans Affairs Medical Center, 
Altoona— B&D conducted an efficiency review of the James E. Van Zandt Medical 
Center’s primary care deliveiy system and provided alternative methods for staff 
utilization and coverage of primary care clinics, inpatient and emergency duties. 

• Conduct the Veterans Health Administration (VHA) Under Secretary’s Nationai 
Survey of VA HIV/AIDS Treatment and Prevention Programs — B&D conducted 
the VA’s national survey of all VAMCs as well as 1,000 HIV/AIDS hands-on providers 
to obtain current information about die status of prevention and treatment services for 
HIV disease in the veterans health care system; and identified factors that facilitate or 
impede the provision of comprehensive care for HIV disease in the VA health cate 
system. 

• Apply Private Sector Best Practices to VHA Strategic Planning — B&D assisted the 
VA in evaluating VHA’s strategic planning process. As part of this effort, B&D identified 
private sector best practices to improve the organization and content of VHA's strategic 
plan as well as VISN business plans; reviewed 22 VISN business plans against private 
industry best practices; and providedassistance to the VA in the development of Jottmey 
of Change. Volume U. 
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Review and Aasess the VBA’s-Snisicil Programs and Processes — B&D assisted the 
VHA in assessing the productivity, efficiency, and effectiveness of the surgical care 
program nationwide. As part of this effort, B&D conducted site visits to 20 VAMCs to 
identify opportugitifs to improve the^-opejsfijijetsintraropsratiye. antj post-operative 
processes and^ counted, benchmael^i data tg. . compare die VA to private sector 
organizations. ThisJffoit ydH^.gh'ifl'a se^esc^recommcndationsto die VA to improve 
the efficiency of their surgical program. 

-- -U' •' ■ -E * 

Vetfl^ns-Fotmsed Business and Information Technology Integration 
Program-^&P and its subcontractor, CACi, lnc.<are providing technical advice to the 
OfSce, of, InfoBnatiori Resources- Management on the use of . present and future 
information technologies (IT) to ensure that VA uses such technology to provide better 
service to veterans and other eustotnersj .This will include development of an IT vision; 
provide advice on how VA’s business plans, processes, and objectives fit into the IT 
vision; and recommend how they should int^ace. B&D will also assist in the 
development and implementation of a veteran-centered IT architecture. 

Provide Requirements Analysis, Technical Design, Software Development, and 
Implementatton Assistance for DHCP Diagnostic Radiology Imaging System — The 
DHCP Imaging System allows for clinical images to be inserted into the VA electronic 
patient medical record. B&D has been engaged to recommend DHCP software 
enhancements to provide better quality imaging capability for VAMC radiologists 
performing diagnostic interpretations. 

Evalnate VA/DoD Data Sharing Requirements And Reeommend An Approach To 
Permit Electronic Transfer Of Medical Data And Information-^B&P has been ■ 
engaged to identify data sharing requirements for both DoD and VA facilities and to 
provide>ieGommendations for implementing a standardized technical solution-permitting 
electronic transfer of patient laboratory related data.’ - 

Develop Computer-Based Orientation and Training for Compensation and Pension 
(C& P) Emiminers — B&D and its subcontractor, Learning Sciences Corporation, has 
been engaged to develop a computer-based orientation and training package, which will 
provide C&P examiners with the opportunity to master appropriate skills and learn the 
information required for conducting C&P exams. 

Development Of A Specialized Multimedia Database To-instmet VA Medical 
Center Staff In The Development Of Clinical Pathways — B&D and the Learning 
Sciences Corporation are developing a multimedia training package regarding the process 
used to develop clinical pathways. 

Developn Training Program to Enhance Clinical and Administrative Abilities of 
VA Executives — B&D and its subcontractor, Roger Schank and Associates, has been 
engaged in an effort to create a VA chief of staff training course using goal-based 
scenarios. Coal-based scenarios will be used to train newly appointed VA chiefs of staff 
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in redesigning their organizations to accommodate new approaches to health care 
delivery. 

• Determine Costs and Benefits of Introducing and Operating Filmless Radiology 
Technology — B&D is the prime contractor for this efftHt to provide an economic and 
operational analysis of the Baltimore VAMC filmless radiology system. 

• Tennessee Veterans Administration Medical Centers(VAMCs) — Ms. Zingeser 
directed a strategic planning effort for the Memphis, Nashville, Murfreesboro, and 
Mountain Home VAMCs to develop a consolidated business plan to respond to the rise 
of managed care and health care reform initiatives at the irational and local levels. 

• Atlanta Veterans Administration Medical Center (VAMC) — Ms. Zingeser facilitated 
a multidisciplinary task force responsible for restructuring health care delivery at the 
VAMC. Issues focused on emphasizing patient centered care, primary care team 
developrnent, organizational streamlining and flattening to achieve high quality and 
efficient health care. 

• Pbiiadetphia Veterans Administration Medical CenterfVAMC) — ^Ms. Zingeser 
worked with the Philadelphia VAMC to explore the potential for expansion of their 
women’s health care program.’ This efibrt involved conduct of focus groups, market 
research, data analysis, and strategic planning. 

Prior to her work with the Department of Veterans Affairs, Ms. Zingeser has conducted a wide variety of 
engagements for the U.S.- Department ofHealth and Human Services, State agencies, and private sector 
organizations. They include: 

• National Child Health Leadership Conference — Since 1990, Ms. Zingeser has been 
one of the key architects and coordinators of this annual national conference. The 
conference has focused largely on health care reform initiatives at the federal and state 
levels and how they will impact child health and general health cate delivery. The 
conference includes mote than 400 attendees and a speaker panel of more than 70 
prominent experts in child health and health care reform. 

• Natioual Association of Community Health Centers — Ms. Zingeser developed and 
conducted a series of national training seminars for community health centers on changes 
needed in' management information^ystems to support managed care initiatives. 

• Virginia Department of Medical Assistance Services^For the Virginia Department 
of Medical Assistance Services, Ms. Zingeser assisted in the development of alternative 
patient-focused models for the inclusion of the mentally disabled population in a 
mandatory managed care plan in Northern Virginia. To conduct this effort, she supported 
the activities of a 40-member task force which included: mental health providers, 
consumers, community service boards, family members, health maintenance 
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organizations, and representatives of state and local governments. Results of this effort 
were presented to the Virginia legislature. 

Office of the Assistant Secretary of Defense, Health Affhirs (OAStf/HA) — Ms. 
Zingeser directed a major project to provide policy analysis ai^'sfatistical support to the 
Department of Defense regarding the Civilian Health and Medical Program of the 
Uniformed Services (CHAMPUS). As part of this effort, B&D provided support to 
CHAMPUS in the areas of claims processing systems and enhancements, redesign of the 
militaiy health benefit, and analysis of selected health care projects. While under Ms. 
Zingeser’s direction, B&D pf^ared a cost analysis of the National Military Family 
Association proposal for a military health benefits program; performed an evaluation of 
the costs associated with implementing an occupational therapy benefit; and prepared 
briefings on health reform initiatives. 

National Institute on Drug Abuse (NIDA) — Ms. Zingeser was the Project Director for 
the 1990 and 1991 National Drug Abuse and Alcoholism Treatment Unit Survey 
(NDATUS). NDATUS is a facility-based survey of virtually all drug abuse and 
alcoholism treatment and prevention programs in the United States (approximately 1 3,000 
facilities). Data collected are used by public and private researchers. Congress, Federal 
agencies. State and local governments, and others to assess the nature and extent of these 
resources, identif^-gaps in service, and provide a daubase for treatment referrals. 

Health Care Financing Administration (HCFA) — Ms. Zingeser recently completed 
a contract funded under the Small Business Innovative Research (SBIR) program to 
design a guidance manual to assist States in implementing Medicaid prepayment 
programs. This contract resulted in the development of a detailed outline of the manual 
that was reviewed by selected States participating in prepaid Medicaid efforts. 

Pennsylvania Department of Public Welfare — Ms. Zingeser conducted the first-year 
evaluation of the HealthPASS program — a Medicaid Health Insuring Organization (HIO) 
demonstration prt^ram in Philadelphia County. The evaluation was conducted in an 
extremely short time and examined <}^ity ot’we, access to health services, and cost of 
the HealthPASS' program as compared to die traditional fee-fer-service Medicaid 
program. Contract activities included personal interviews with HealthPASS staff, clinical 
providers, and community members as well as data collection from the State of 
Pennsylvania and the HealthPASS program. 

Health Rcaourccs and Services Administration, Bureau of Health Care Delivery 
and Assistance (BHCDAj^Ms. Zingeser directed several major contracts for the 
Bureau of Primary Health Care (formerly BHCDA) to help community health centers 
(CHCs) remain financially viable dirough third-party revenue maximization. Under these 
contracts, Ms. Zingeser surveyed virtually all CHCs engaged in Medicaid prepaid risk 
contracts to determine the array of revenue enhancement activities under way. She has 
also conducted in-deptfi site visits to selected CHCs to fiirther explore their financing 
schemes and managed the delivery of technical assistance to nearly 2S ItUeh centers. As 
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part of these efforts, Ms. Zingeser co-authored and managed the production of several 
monographs and training seminars in the area of prepaid risk contracting for CHCs 
nationwide. Topic areas included: “Preparing for Prepaid Health Services — A Challenge 
for Community Health Centers,” “Managing Referral Service Costs Under Prepaid Risk 
Contracts,” and “Community and Migrant Health Centers Critical Performance Measures 
for Prepayment.” 

• Health Resources and Services Administration, Office of Health Maintenance 
Organizations (OHMO) — For several years, Ms. Zingeser directed this national HMO 
technical assistance (TA) contract. Through this contract over 200 HMDs nationwide 
have received TA in the areas of finance, marketing, health services delivery, 
management, and management information systems. In addition to TA, over ISO 
consultants conducted technical assessments in the same specialty areas to determine the 
HMDs’ ability to receive Federal Qualification. Ms. Zingeser assisted OHMO in 
managing the network of consultants and supervised the financial administration of the 
contract. 

• Veterans Administration (VA) — Ms. Zingeser developed and directed an executive 
development seminar series for VA Medical Center Directors throughout the country. 
These week-long seminars focused on emerging trends in the health care industry and 
examined such areas as trends in health care financing; HMDs; health information 
systems development; medical ethics; health care technology; issues in long-term care; 
and a variety of other topics. 

Prior to these efforts, Ms. Zingeser worked with representatives of the Department of Health and Human 
Services, Office of Emergency Medical Services (EMS), and representatives of the Egyptian Ministry of 
Health to develop an evaluation design for A.I.D.-funded EMS services in E^pt. 

Other assignments illustrative of Ms. Zingeser’s management skills include: 

• National Institute of Mental Health (NIMH)— Ms. Zingeser directed a study of the 
impact of mental health services utilization on general health care utilization and costs. 
Claims and eligibility related data were analyzed for Medicare beneficiaries and Medicaid 
enrollees from several States. 

• Health Care Financing Administration (HCFA) — Ms. Zingeser conducted a 
nationwide survey of long-term care and related institutions. The purpose of the survey 
was to identify the extent to which Medicare beneficiaries are institutionalized in selected 
county areas. Data collected through this survey was used by HCFA to calculate 
prospective reimbursement rates for healthmaintenance organizations participating in the 
Medicare Competition Demonstration Program. 

• . National Institute oi|>Drug Abuse (NIDA),— Ms. Zingeser provided technical assistance 

.(T;^) setyices on, .a, national basis to.Single State Agencies and drug abuse treatment 
centers in the areas of general. management, client record-keeping systems, program 
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development, operations, and evaluation. Underthe national technical assistance contract 
Ms. Zingeser completed the following assignments: 

— California Department of Aleohol and Drug Programa^-Ms. Zingeser 
designed a technical assistance system for the State of California to. respond to the 
needsof substance abuse programs in die areas of financial management, program 
administration, clinical management, and prevention. Underthis assignment, she 
developed a detailed operations manual describing the system and conducted a 
series of TA training seminars for senior nianagement staff and TA providers 
throughout the State. The TA training concentrated on (1 ) the purpose, methods, 
key principles, optimal conditions, and limitations of technical assistance; (2) the 
role of the TA provider; (3) the technical assistance process, i.e., problem 
identification, TA mode and provider selection, needs and resource assessment, 
task plan development, monitoring, and evaluation activities; and (4) a system for 
qianaging, providing, and coordinating technical assistance efforts.among State, 
county, and program/clinic levels. 

— New York Slate Department of Substance Abuse Services — Ms. Zingeser 
conducted several training seminars for representatives of substance abuse 
programs in New York State. Hie first seminar series, “Effective Outreach Prac- 
tices,” was designed to identify the range of successful outreach practices 
employed by substance abuse programs in die State. These seminars resulted in 
the production of a summary report, which was made available to programs 
statewide. A second seminar series, “Development and Implementation of Client 
Fee Systems,” was presented to substance abuse program Executive Directors and 
Financial Managers in the State. These seminars presented unit cost meth- 
odoloQT, development of sliding fee scales, implementatioD of patient billing 
systems, and procedures for collecting accountSiSeceivable and following up on 
delinquent accounts. In addition, the training explored methods used to: 
(I) monitor and evaluate a patient fee system; (2)!prm>are program staff for 
system implementation; (3) conduct clinical staff sensitivity training; and 
(4) inform patients of their financial obligations. 

i. ■ 

Health Care Financing Administration — Ms. Zingeser completed a major evaluation 
of seveh statewide demonstration projects designed to collect and disseminate integrated, 
uniform hospital discharge, billing, and cost data. As a State Manager, Ms. Zingeser was 
responsible for the evaluation in two of the seven States. In this capacity, she examined 
such issues as: 

— Data quality 

— Timeliness of the data 

— Cost-effectiveness of the data systems 

— Usefulness of the data to the user community 

— Structural and political factors influencing the development and outcome of the 
system 
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— Replicability of such a system nationwide 

To cany out the evaluation, Ms. Zingeser worked directly with several hospitals in each State, 
. health planning and regulatory agencies, inqor third-party payors, promittehr members of the 
research community, and Others. She identified the ' impafct'^ef. these Integrated Data 
Demonstration (IDD) systems in each Stare through pre- and- post-dDD implementation studies 
involving: - • ■ . 

— The conduct of a major user survey 

— Documentation of the organizational and political factors impacting the IDD 
Descriptions of data flow patterns in the test sites 
— Identification of personnel costs associated with activities under study 
— Description of computer-related support involved in the IDD system 

• Health Care Financing Administrafibn — Ms. Zingeser assisted in the development of 
a Medicaid expenditure database for care provided to the chronically mentally ill. Data 
collected from a sample of States will be used to develop projections of the total cost of 
care for the chronically mentally ill in the United States. 

• Agency for International Development — Ms. Zingeser provided consulting services 
to the Agency for International Development {A.I.D.). In this regard, she participated in 
the development of an information documentUron management system for the Office of 
Development Information and Utilization (DS/DIU). The project involved: 

— Documentation of the sources and flow of information within A.l.D. 

— Identification of information that must be acquired and retained by DS/DIU to 
satisfy the information needs of A.l.D. 

— Documentation of the methods used by A.l.D. to acquire development 
information 

Prior to joining B&D, Ms. Zingeser was an Administrative Resident at the Boston Hospital for Women, 
a division of the Affiliated Hospitals, Ino. In this capacity, she worked closely with senior management 
and members of the hospital staff to develop and implement Various stages of the Boston Hospital for 
Women’s merger with two major teaching hospitals in the Boston area. In this regard, Ms. Zingeser 
served as a member of selected interhospital committees charged with the responsibility for: 

• Consolidation of departmental personnel and equipment 

• Development of uniform departmental policies and practices 

In addition to her role in the merger process, Ms. Zingeser engaged in a variety of other hospital activities 
including: 
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• Maintaining primary responsibility for the financial management of a tuberculosis 
screening program conducted by the hospital 

• Preparing an analysis of the hospital’s outpatient registration/billing system; working with 
the finance department and administration to upgrade the system and to ensure its 
compatibility with those of the hospital's other division; 

• Managing the first multidisciplinary audit of the quality of cate provided in the hospital’s 
Teen Pregnancy clinic, involving die participation of the Medical, Nursing, Social 
Service, and Dietary departments 

• Designing a Diagnostic Service Manual that served as the primary resource guide to the 
laboratory areas for members of the medical, nursing, and support staffs throughout the 
hospital 

• Participating in the development and implementation of a marketing program for the 
hospital 

• Developing patient health education material related to prenatal genetic diagnosis 

In addition to her experience in the hospital sector, Ms. Zingeser has worked in a variety of other health 
cate settings: 


• Philadelphia Health Management Corporation — ^Asan instructorofcardiopulmonary 
resuscitation and emergency care, Ms. Zingeser conducted a series of training and 
certification programs throughout Philadelphia. 

• Philadelphia Department of Public Health — Ms. Zingeser documented the distribution 
of physicians in Philadelphia by health district and medical specialty. She also assisted 
the Department in the control of infectious disease outbreaks in Philadelphia. 

• Rabinowitz Center for Disease Detection and Prevention, University of 
Pennsyivania — Ms. Zingeser participated in a Disease Screening and Health Education 
Program at the Center. 

CHRONOLOGICAL SUMMARY OF EMPLOYMENT 


Aggncy 


Date Title 


Birch & Davis Associates, Inc. 
Boston Hospital for Women 
Philadelphia Health Management 
Corporation 

Rabinowitz Center for Disease 
Detection and Prevention 


1979 to Present Principal 

1978 to 1979 Administrative Resident 


1976 Instructor/Coordinator 

I97S to 1976 Disease Screener/Fealth Educator 
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Philadelphia Department of 1974 to 1975 Intern 

Public Health 

EDUCATION 

The Johns Hopkins University, School of Hygiene and ^Klic Health, 1979, MHS, Health Care 
Planning/Admintstration 

University of Penn^lvania, 1977, BA, Health Care Administration, Sociology 
University of Pennsylvania, 1973-1975, BS Candidate, Nursing 

PROFESSIONAL AFFILUTIONS 

Member, Americah Public Health Association 

Member, Executive Committee, The Johns Hopkins University, School of Hygiene and Public Health, 
Society of Alumni 

Chairperson, Sdciety of Alumni, Activities Committee, The Johns Hopkins University, School of Hygiene 
and Public Health 

Member, Society of Alumni, Annual Program Committee, The Johns Hopkins University, School of 
Hygiene' 

and Public Health 
LANGUAGE CAPABILITY 
Spanish 
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Testimony of Steve Watson 

Administrator, Ocala Haborside Healthcare Nursing Home 
On behalf of the 

American Health Care Association 
Before the r 

Honse Committee on^eterans Affairs 
Health Subcbmmittee 

Good morning. Chairman Steams and members ofithesubcommittee, my nmaeis Steve 
Watson and I am the administrator of Harborside Healthcare, a 1 80 bed nursing home in 
Ocala, Florida. I am- here today representing the American Health Care Association mid 
as a nursing home operator with 15 years experienee in the field. AHCA’s member 
nursing homes have long been a partner with the VA in the provision of long-term care 
for vetefans. AHCA is eager to continue working with the VA and to be a part of the 
solution to serving the long-term health care needs of veterans. We appreciate the 
invitation from you to testify on the Federal Advisory Commission’s study on the future 
of V A long-term care, [full name of the study— VA at the Crossroads: The Federal 
Advisory Commission on the Future ofVA Long-term Care.] 

I come before you today both as a nursing home administrator with nearly 15 years 
experience and as a veteran, having served 18 years in the U.S. Navy. This combined 
experience gives me a double set of concerns and allows me to see these issues from both 
sides of the fence. 1 believe when a veteran needs long-term care and needs to go into a 
nursing facility, he or she should have access to facility care as near as possible to home 
to facilitate visits from family, relative and friends. 

■* , • ' ‘ • . . ‘ "i.i... I ■ t 

As our society ages, we have been hearing mor«and more about long-term health care. 

As a nursing home administrator, I am well aware of the large population thatwill require 
long term care in the.coming years and fully realize how important it'isidiat solutions be 
put in place now to resolve the challenge of providing and paying for long term care. I 
commend the work of this Committee in recognizing that solutions must be found to the 
problem of providing and paying for care. We were invited to take part and we were an 
active participant on the Federal Advisory Commission that prepared this study. 
Generally, we support the report’s findings and I would like to point out some of the 
specific recommendations that AHCA supports. 

AHCA supports the recommendation that the VA should retain its core of VA operated 
long-term care services and improve the efficiency of operations. We especially agree 
with the recommendation that most new demand for care ■should be met through contracts 
and existing State Veterans Homes. The use of contracting such as through the Multi- 
state Contract program allows the VA to meet need when and where it arises without 
heavy investment in more infrastructure. The VA has a long established infrastructure 
and may not need new construction to fulfill its obligations to our veterans. We feel it is 
important that the VA have the flexibility to dedicate thmr dollars to services and not 
necessarily to expensive construction projects. 
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The VA provides services along the entire continuum of care — adult day health care, 
home based primary care, respite, and -nursing home care; but its no surprise nursing 
home care receives the largest allocation of the long-ferm care budget. The V A provides 
nursing home care three ways: Nursing homes connected with VA Medical Centers, State 
Veterans Ntffsing Homes, and the Community Contract Nursing Home Program. AHCA 
member nursing-homes partner with the VA in the Community Contract Nursing Home 
Program. The VA initiated this multi-state contract program in 1996 to secure ' ; - 
agreements with nursing home companies dtat would offer beds nationwide with >. ' 
substantial benefits to the VA, thus allowfiig;tfae veteran to access nursing home care in 
their communities and near their families. Thiough.a Ibest value” comp'etition, the VA 
awarded contracts to seven companies and will expand the program this year by- allowing 
local and regional- long-term care providers to participate in addition.to the multi-state 
providers. 'We are proud of our participation in this program and'confidently endorse its 
continuation, offering convenient long-term care services to veterans in an efficient 
manner. We understand that the VA is truly at a crossroads in trying to meet demand for 
services while having to-meeting a reduction in staffing. Through the Community 
Contracting program, we can help the VA meet those goals without sacrificing quality, 
services and even achieving cost savings wlme needed. 


Another way the VA provides nursing home care to veterans is a program that offers 
grants to states for facility construction and renovation through the State Veteran Nursing 
Home program, paying up to 63% of construction costs. Also, the VA subsidizes a 
portion of the daily care at these state facilities through a per diem payment. AHCA 
agrees with the Commission’s recommendation that the VA should not seek funding for 
any new facilities except those justified by objective standards and by a lack of existing 
community need or capacity. We also agree that renovation projects that affect life and 
safety should receive higher priority. 

Currently, the VA must use a priority system that is written into the U.S. Code for, . 
funding grant requests to build new State Veteran-Nursing Homes. This funding 
methodology gives a high priority to states that do not currently have a State Veteran 
Nursing Home and also to those whose grant requests already guarantee.all needed state 
dollars- We are concerned that this methodology is silent on the community’s capacity to 
serve veterans in existing community nurshig homes. Let me give you a few examples to 
illustrate why we believe this practice should be reassessed. 

In Louisiana, the state government is contemplating the ^proval of three additional 
veterans homes. This state already has veteran homes in three other communities. Right 
now, Louisiana’tS private nursing home industry is operating at an average annual 
occupancy rate of only 8 1%— which is very low. While 1 am supportive of veterans, in 
areas where the community’s existing capacity can serve the vets, I believe the funding 
priority system should take into consideration the availability of capacity in its priority- 
setting process. 
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Let me briefiy,cite anbther example. In Minnesota, the state legislature instituted a 
moratorimn on new nursing home bed construction in 1983. Moratoria are put in place by 
state governments when too many beds already exist; this helps to contain Medicaid 
costs. Despite this moratorium the Minnesota legislature authorized three new State 
Veteran Nursing Homes to be built. Each time one of these three State Veteran Homes 
opened, there was a corresponding decrease in community nursing home occupancy rates 
in the state. This can jeopardize viability of community nursing homes and put existing 
residents at risk. 

In California, with an 86% occupancy rate in non-govemmental nursing homes, we have 
more than enough capacity to serve veterans in those facilities. California continues to 
send grant requests to the VA to build more homes. I believe veterans want a choice of 
where to live if they are going to access the VA’s long-term care system and accepting 
veterans in existing community facilities would provide that choice without incurring 
expensive new construction. 

Lastly, I want to tell you about a private nursing home in Louisiana that provides special 
programs for veterans. Col. Bryan Batulis, a retired Marine, opened a wing of a private 
nursing home in Napoleonville, Louisiana, specifically to serve local veterans, called 
Veteran Memorial Hall. The last Thursday of each month offers a Veteran Social and 
members of VFW chapters around New Orleans come to the nursing home for the event 
with the residents. Additionally, the musing home provides special programs for vets 
such as a daily ceremony where the P.O.W. flag with the U.S. flag are raised and lowered 
in military tradition. Right now preparations are underway for a Memorial Day program, 
which traditionally involves the governor. I tell you about this example because I want 
you to know that community nursing homes can offer specialized support for vets. 

We agree that the VA should not abandon its three nursing home programs, but attempt 
to operate them in the most efficient and effective manner possible. We are supportive of 
VA’s efforts to offer veterans long term care services along the continuum of care. Not 
all patients needing long-term care must enter nursing homes, and veterans should have 
choices that include home and community-based care when they are an appropriate 
setting for the patient. Also, we know the VA is prohibited from financing assisted living 
care for veterans, and we commend the Commission for recognizing that many state VA 
programs are moving in the direction of including assisted living in the services they 
offer. We would support the VA seeking legislative authority to allow for the payment of 
assisted living through contracting with private assisted living facilities. What is 
important is the appropriate care enviroiunent for the veterans and we support efforts by 
the VA to determine the best environment and provide access. 

I want to commend the Commission on their development a long-term care quality index 
that would standardize and measure the quality of care delivered to VA health care 
beneficiaries. The process would include an assessment for patients over age 70 who are 
potentially at risk for needing long-term care services. The veteran would undergo a 
comprehensive assessment that would screen him on functional status. The model also 
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includes care coordination with an interdisciplinary treatment plan. We are pleased to see 
that outcomes will be monitored and studied. AHCA strongly supports the use of 
outcome measures, quality indicators, and resident satisfaction measurement to 
continuously monitor tmd improve quality in long-term care. We are proud to see the VA 
at die forefront on long-term care quality as well. 

Thank you for inviting me to testily. We look forward to policy options the Committee 
and the VA will recommend as solutions to providing long term care for vets. We want to 
continue to be actively engaged in developing those solutions and we offer our full 
assistance. Thank you, Mr. Chairman. 


The American Health Care Association does not receive federal grants or contracts 
relevant to Medicare, Medicaid or long-term care services for U.S. veterans. 
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Chaiman Steams, Congressman Gutierrez, and Members of the Health Subcommittee. 
Thank you for inviting our company. Managed Care Solutions (MCS), to testify this 
morning. We have been asked to describe our experience assisting government agencies, 
such as state Medicaid programs, in improving access to long-term care and other medical 
care services for frail, elderly and disabled individuals. In addition to increasing access 
for chronically ill individuals, the state programs we are involved with also focus on 
quality improvement initiatives and stabilizing the growth in expenditures. We hope this 
information will be helpful as the Conunittee considers how best to provide long-term-care 
services to veterans. 

Managed Care Solutions is a national health care company, specializing in the 
administration of long-term care services. Currently, MCS is providing care management 
and other services to over 170,000 people in seven states— most of whom are Medicare- or 
Medicaid-eligible, and some of whom are veterans. MCS is not a traditional Medicate or 
Medicaid HMO, but rather a full service care management company serving the 
chrotucally ill. 

MCS’ contract with the State of Arizona is now in its 10th year, and was the first risk- 
based Medicaid long-term-care program in the country. One of our more recent contracts 
is the STAR+PLUS demonstration in Houston, where we have teamed with Blue Cross 
Blue Shield of Texas to provide care management services to 19,000 high risk, Medicaid- ’ 
Medicare-eligible individuals. 

There are several reasons why we believe our experience as a Medicaid contractor is 
relevant to the work of this Subcommittee and die mission of the Department of Veterans 
Affairs. 

• First, states are grappling with a demographic challenge similar to tiiat facing the VHA; 
namely, a population, at risk for long-term-care services that is expected to increase five 
fold in the next four years; 

• Second, the key elements in our tested care management approach miiror almost 

exactly-the recommendations of the Federai Advisory Committee on the Future of VA 
Long-Term Care; and ■ i. 

• Third, putting this approach into practice in Arizona has demonstrated success by: 

- Increasing access to long-term care and other medical and social services; 

- Improving the quality and continuity of care for individuds receiving the services; 

- Confrolling costs by increasing the members receiving home and community based 
services from 7% in 1989 to 46% in. 1998; 

- Achieving an average total program and administrative cost savings of 17% per year 
for the past 10 years; and 

- Spending approximately 22% less than traditional fee-for-service Medicaid 
programs in other states. 
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In addition to these benefits, the Arizona program has also given die State the ability to 
project more accurately and manage the growth in both the demand for services and the 
cost of services to this population. 

It’s worth noting that fewer than one percent of this country’s long-term care recipients 
are currendy in managed care programs. However, the states are intensifying their search 
for alternatives to fee-for-service progrtuns, because they do not have sufficient resources 
to meet the dramatic escalation of smice needs and projected costs. Arizona, Texas and 
Minnesota have already implemented managed long-term care programs. New York is 
planning a managed long-term care plan implementation in the near future, and at least 
eight more states are likely to implement or dramatically expand Medicaid managed long- 
term care programs within the next one to three years. 

The critical' success factors in our care management approach match the Federal Advisory 
Committee’s recommendations to the VA. ' 

The first element contributing to our success is a comprehensive, integrated 
and coordinated continuum of services, which includes: 

• Medical care 

• Prescription drugs 

• Behavioral health services that address depression, other mental health issues and 
substance abuse services 

• Institutional care (assisted living, nursing home services, etc.), and 

• Social issues such as access to appropriate care givers and supports 

It cannot be overstated tiiat unless tdl the services in the continuum are available and 
coordinated, it is impossible to optimally manage each individual’s care—because we will 
have to provide someone with more or less care than they actually need or put a patient in 
a setting which may actually reduce his or her quality of life. 

The second success element is a Idghly trained care manager, usually an 
experienced nurse or social worker, who works directly with patients, their families or 
care givers, and their personal physicians to: 

• Assess eaeh mdividual's medical,- social, behavioral, long-term care and home and 

community services needs; ■ ■ 

• Consult tile ptUent, the piatient’s family, the patient’s physician, about their cohcerhs and 
preferences, and include the patient in many dteisicms about his/her plan of care; 

• Identify the best service plan and the least restrictive setting in which to meet the 
patient’s needs; and 


- 2 - 




117 



• ' Arr^ge for flie services to be delivered, and then re-assess the patient on a re^ar 

basis to assure that the patient’s plan of care is followed, and diat the patient and family 
are satisfied with the provision of services. 

The Utird element is a state-of-the-art information system that incorporates 
our Stimulative history of patient care. At MCS, each care mj^ger carries a laptop 
compu^Vith software designed to perform care assessments in real time. The software 
contains: 

• Each patient’s mecUcal assessment, including all medications being used by the patient, 
and all physicians and service providers who are treating the patient; 

• A socioeconomic profile; 

• A psychological assessnient; 

• A functional assessment; and 

• Alternative options for services, providers, home and community placements, 
institutional placements, and durable medical equipment 

The care manager enters the patient’s assessment into the system, and the system analyzes 
the data, highlighting issues pertaining to the level of care the patient may need, and 
identifying optional-: ways tO'meet the- {^ttienf S' needs. The care manager then reviews the 
options, consults>with the patient and the patient’s fanuly, and then authorizes a plan of 
care. 

There are several aspects of tiiis assessment and care plan that I want to draw to your 
attention: 

• Our care managers are trained as advocates for patients and their families, so they are 
trying to achieve three objectives simultaneously: 

- Improving the patient’s quality of life; 

- Serving the patient in the least restrictive, least disruptive setting -while also 
addressing ttis or her full range of needs; and 

- Using the most appropriate resources. 

• Because they are balancing these factors, care managers do not necessarily select the 
lowest cost alternative for every patient. 

• Care managers serve some patients in rural areas where there are not geographically 
accessible nursing home or home- and conununity-based services. In order to get those 
individuals tiie care they need without relocating them hundreds of miles from their 
families, we have had to hire and train local residents to provide the non-medical 
supports that make it possible for patients to remain in their homes. 

Hiese support services include housekeeping, meal deliveries, trimsportation to 
physicians and treatment faiiilities, recite tare for family members, home modification 
services such as wheelchair ramps and safety bars, etc. 
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These examples highlight the fourth critical success foctor, which is the necessity 
of identifying pr creating alternatives to nursto home services wherever 
appi^riale. OVer last ten ye^, s^te^M^caid officials have realized that if all the 
individuMs at ijsk of imtitutionalizatioh ai€ placed in'niireihg' homes^ die states will not 
only have major budget deficits in fttture yeiirs, but diey will dsd be' tingle to serve al) the 
pec^le eligible for and in need of long-term-care services. To drive home this fiscal 
reality, states have required service providers andc^ mapagen^to be at finance risk for 
providing services withik a fixed fee per mei^r^r jkonih. llie stafe also monitors those 
providers,and care manage for die qiialify dif(»fe that patients receive. 

As care, managers, we still place many of our patients in nursing hpme^, because ^ven . 
though that is the most expensive level of care, it is often the most appropriate placement 
to meet their needs. But we try to place patients in less costly' and less restrictive alternative 
settings—such as assi^^ living, other congregate care or even dieir own homes—and then 
assure that they receive the kind and quality of long-term cam, services they need to 
address their illness or disability, and also improve their quality of life. 

The final critical element in our success is quality assurance. We continuously 
monitor clinical outcomes, utilization and costs of the services our patients receive, and 
assure that we are meeting the stringent oversight requirements of the states. 

Our highly trained staff monitor key clinical indicators such as: 

• Influenza 

• Pressure ulcers 

• Hospitalization and emergency room use 

• Activities of daily living 

• Fractures related to falls 

• Psychotropic medications 

• Emergency room utilization during physician office hours 

• Pneumonia immunizations 

• Depression in.nursing home residents 

• Avoidable hospital readmissioiiS 

• Diabetic foot care to prevent amputations of lower extremities. 

We are always engaged in clinical quality outcomes studies to inmrove our practice in the 
prevention and management of illnesses sudi as depression, asthma, diabetes and cancer. 
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I want to re-emphasize the fourth element— developing alternatives to nursing 
home care— because that is undoubtedly the most important component of 
impiementing a sound and affordabie long-term care policy. Our experience 
is that unless the full ranee of long-term care services and settings is 
available, it will not be possible to stretch resources to serve substantially 
more veterans. 

We therefore agree with the Federal Advisory Committee’s recommendation to amend VA 
legislation to: 

• Broaden the provision of respite care in all settings; 

• Allow for the payment of assisted living/residential care; and 

• Expand the VA benefit package to include nursing home care when that is the 
appropriate service and setting. 

We also support the Committee’s equally important recommendations to; 

• Expand options and services for home- and community-based care, making these 
services the preferred placement site, where clinically appropriate, for veterans needing 
long-term-care services; and 

• Establish system-wide care coordination processes. 

With regard to system-wide care coordination, we recommend that the Department 
undertake several long-term care demonstration programs in order to test the 
impact of care coordination on the VA’s ability to deliver long-term-care 
services to more veterans. These demonstrations could be offered as incentives for 
VISNs to develop and manage long-term-care services in a manner that is responsive to 
local needs. WiAout some kind of incentive, and without an opportunity to test and learn, 
it will be difficult to successfully implement this kind of approach in a short period of 
time. We suggest that: 

• Demonstration sites should include a sufGcient number of veterans to be statistically 
significant. 

• Demonstrations should be strategically placed in.settings that reflect the variety of 
challenges facing VISNs and VA medical centers. For example, the mix should include 
both urban and rural regions, high density and scattered populations, areas with and 
without numerous existing community providers; and 

• Demonstration sites should collect extensive data, and have an independent evaluation 
that includes an analysis of clinical and cost outcomes, veteran and family satisfaction, 
and effective management of the continuum of services. 
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We I^Ueve that bipad.^tribahpa .of^^otma^on ^bout diese d^^ionstp^tit^ and broad 
discussion of Ae ex^enenc^ of y^t^s ^d dieir faiqUicis, as weU as ihedical and 
administiatiye staff, will [mindte leai^g and excitement about the benefits of this 
approach. 

Thank you for allowing us to share our experience with the Subcommittee. We will be 
happy to answer any questions, or to provide you with additional informatioh: 




121 
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Concerning the April 22, 1999, Hearing 

for 

The Department of Veterans Affairs 
from 

The Honorable Cliff Steams 
Chairman, Subcommittee on Health 
Committee on Veterans’ Afteirs 
U.S. House of Representatives 

Note: These responses were prepared by Dr. Kenneth W. Kizer, prior to his 
departure as the Department's Under Secretary for Heaith and are representative 
of the Department’s views. 

1 . Dr. Kizer, in your opening remarks, you testified that during the deveiopment 
of what became the Veterans Heaith Care Eiigibiiity Reform Act of 1 996, "we 
encouraged [Congress] to get iong-term care and acute care on the same 
footing.. .[Aln/today under the law, longterm care is considered a di^etionary 
program.’’ You further stated, in response to a question about the marked 
variability jri access to long-term care from VISN to VISN, that ”’[y]ou have 
provid^n law, on the one hand, a package of mandatory services that we have 
to provide, pn the other hand, you have some discretionary things that you can 
providfe if Phding is atjlailable. In an era when our budgets are Mverely strained, 
we are provding the rhandatory things that you expect and have said, have to be 
provided." 1 1 ligt|t of tpis festirriony, please answer the folloviring questions: 

(a) At tire request of the Committee’s Chairman, you submitt^ a r^prt 
datid Mi ly 7, 1 996 on H. R. 31 1 8, ttie Cornmittee’s health care eligibility 
refoWn le ^station, the bill which provided the framework for the eligibility 
reform provisions of P. L 104-2^. In reporting on that bill, you observed 
that“[al principal objective of the legislation is to make the delivery of 
health care to eligible veterans more rational by eliminating'the current 
‘pre-, post-, and obviate’ restrictions on outpatient care.” You further 
stated, ’In that respect, H. R. 3118 is consistent with VA’s Reinventing 
Government II initiative and with the follcwing [six cited] objectives which 
we consider essential to beneficial reform.” Your tetter was devoid of 
any reference to long-term care, of any implication that Congress should 
make any change to eligibility for long-term care, Or of any hint that you 
anticipated that atw 0 - 1 ier system of care would arise as a result of the 
proposed changes.” Please either' provide for the record documentation 
of the recommendation you testified having made prior to enactment of 
P. L. 104-262 that acute and longtenn care should be placed on the 
same footing, or correct for the record the April 22, 1999 ^temerit to 
that effect. 


Answer: You are correct in pointing out that at the time that the Congress was 
actively considering eligibility reform legislation I made no formal 
recommendation to the committee concerning long-teim care eligibility. Duritig 
the two year^ that I Was directly involved in this issue there were myriad other 
communlcMions about the matter than those whith you reference; most of these 
wer^verbal. To the bdst df my recoll^ion, my discussions about long term care 
were with Senate Veterans’ Affairs iCommilfee staff, and I do not know the extent 
that long-temi care was considered as Congress completed its consideration of 
eligibility refqrrh legisl^ion. I have edited thd hearing transcript to more 
specifically reffect what I recall'Rliw^ occurred. 
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(b) Insofar as your testimony purports to instruct the Committee as to the 
import of current fm regarding a distinction between a “mandate” to 
provide acute care and the ‘yiscretionary” nature of long-term care 
services, please provide for the record whatever legal opinion you are 
relying on that expresses such a distirfciion. 

Answer. I was not relying on any specific written legal opinion, but my 
understanding that there is a distinction in the law between so-called mandatory 
care, that the law says we “shalf furnish, and discretionary care, that the law 
says we "may” furnish. Mote specifically, it is my undenstariding that the law 
states that we shall furnish hospital and oMpatient care to certain veterans, but 
that we may furnish various kinds of long-term care, including nursing home care, 
domiciliary care, and respite care. I have been advised that the distinction 
between the word “shall and the word “may" is one of prionty. Thus we generally 
must try and give a priority to ttle care that Congress has said we “shalf” provide. 
It is that notion of pnonty that I was trying to convey in my comments at the 
hearing. When there are competing demands for resources, VA officials try to 
give priority tp.fumishing acqte hospital and outpatient care, which is conaipered 
mandatory, rather than discf-^ionary, fon^erm care. 

t 

(c) How, if at all, does current law preclude you from deciding - in the' 
interest of optimal p^i^t Cjare - to enroll less tpan all category, A and C 
vetet^s (or less tfWn all category A veterans)#nd thereby (through such 
deployment of discretionary medical care dollars) enable you both to 
meet more effectively the long-term care needs of those enrolled and to 
minimize the vanability in access to long-term care services from VISN to 
VISN? 

Answer: It Is my understanding that by distinguishing in the law between care 
that we "shall" furnish and care that we "may” furnish. Congress intended that we 
give a phority to the fornier over the latter. I am advised that this distinction first 
appeared in the law in 1 986, with passage of Public Law 99-272, and that the 
legislative history of that Public Law clearly indicated that Cgnwe^ intended that 
VA give a prionty to the care ^at we “shall” furnish,. Accorciit^, I believe we 
could curtail care to category C veterans (thoseto whom we '^ay" furhish care) 
and reallocate j^ose funcfefdr lon^epn care, (jn the other'hand, I belieye it 
would be inpbhsj'^eot »jth congressional intent for us to curtail care tq^pategory 
A veterans (thoseto whom we "shall" furnish care), and reallocate those fiiods for 
long-term care. 

(d) Is it your testimony that you lack any tools or decision-making authonty 
to reduce the disparity in veterans access tqlong-term care from VISN to 
VISN, as desertbed in the adyji 5 oiy.,committee’s r^rt? 

Answep ,yve jijteng,tp issue policy guidance airngd at increasing jie 
consistency df'cli^f^h-makiclg regardinglonp (erm care actos^,sJI VISNs. 
However, day-tc^ay^erational deciston-making'authority is decetitralized to 
the VISN level, and given the discretionary authority for long-tenn care services 
and the limitations on resources, some variability is inevitable. 

2. Dr. Kizer, you have called for estabrishtog parity between acute and long- 
term ca(q. Isnl that a pol'r^ goal you can .implement, through one of two 
apprr^lres: either rdsIricNng enrollment tc a number of veterans whose, acute 
andJong-term care nep^s can be met, or requesting substantially increased 
appropriations to meet bbth acute and Ipngrterm care needs of the expansive list 
of Rrip% groups VA has heretofore invKed to enroll? 

Answeh We view current law as the expression of congressional intent 
regarding the'pnorrty to be given to l(mg-term care services. We possibly 
could attempt to mandate a discretionary program through poNcy issuance, but I 
feel the best approach is for Congress to address the priority question and the 
mtendant funding requirements. 


2 
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3. In responding to post-hearing questions following a November 23" 1 998 
field hearing you indicated tttat you expected to make "more innovative use" of 
VA’s hospital-based nursing home resources. Please clarify and expand on what 
you meant by that phrase; please provide examples. 

Answer: It is anticipated that interdisciplinary clinical care teams vrill continue to 
assess the clinical care needs of individual patients and will be empowered and 
encouraged to develop comprehensive treatment strategies and plans that 
ensure that the patient is provided the right care in the right place at the right 
time. Significant emphasis will be placed on meeting, to the extent practicable, 
the needs of the patient in nonnnstitutlonal settings. In appropriately reducing 
the amount of time that patients stay in the nursing home, it is expected that 
program resources will be made available for use in the development of 
innovative rehabilitative strategies that address a broader range of patients than 
have been traditionally served in the nursing home setting. 

4. Dr. Kizer, you submitted for the record a draft version of a proposed strategic 
plan for VA long-term care. That paper's "Strategic Action XIV” calls for 
establishing "system-wide care coordination processes” based on a standardized 
comprehensive assessment tool. The paper proposes that VA “should reassign 
and train existing staff to implement such processes.” In this regard, we would 
ask you to review the testimony provided at our hearing by Mr. Richard Jelinek of 
Managed Care Solutions (MCS). His testimony indicates that MCS provides long 
term caremanagement services to chronically ill patients, and, by way of 
example, cites its long experience in furnishing such services contractually under 
a risk-based Medicaid long term care program. 

(a) Given the recommendations of the advisory, committee on long-term care 
to make greater use of contracting4o meet non^instltutionat care needs, 
would the services of such an entity offer potential benefit to VA? 

(b) Is that an ^proach worth testing vs. reassigning and training staff in a 
system which is’Mready under severe staffing preissure in rfiany areas? 

Answer; VA’s general approach to care management is to integrate the full 
spectrum of care needs, including long term care. We frequently use contractual 
services, if they are the best value approach, to meet part of the patient’s care 
needs. VA rie^s to adopt more effective care management strategies that are 
integrated with all other VA care. I believe it is worth evaluating the effectiveness 
of services MCS offers, however, not as an alternative to making the 
improvements in VA care management that the strategic plan addresses. 

5. The draft version of your proposed strategic plan for VA long-term care 
addresses the advisory committee's recommendation regarding assisted living 
services. It states that you staff would "initiate a request for new legislative 
authority for payment or co-payment of facilitated residential living (assisted 
living) for eligible veterans." 

(a) Given the variety of so-called "assisted living" arrangements being 
marketed, what do "assisted living" services mean for purposes of 
providing a new benefit? 

(b) How would you best describe the level of functional impairment, disability 
or medical need which would establish "eligibility" for this benefit? 

(c) Could a veteran "apply" for this benefit, or would the individual have to 
be referred by a clinician or team? 

(d) Would the determination that the individual did not meet the requisite 
level of functional impaimnent, for example, -and thus was not eligible for 
a monetary payment (to the veteran or to the "provider” on the veteran's 
behalf) — be subject to appeal? 

(e) Would payments or partial payments be made to the veteran or to the 
facility: what would you envision to be the rights and obligations of the 
parties? 
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(f) The fact that this proposed action plan is ^med in terms of authority for 
"payment or co-parent" would suggest that such a proposal is at best 
in an, early stage of development. -Woulcfitbe fair.J;etsay that 
considerably more woifr needs tope done on thtsbesue before the 
Department would be prepared to advance a legislative proposal? 

(g) Assisted . living service are often targfted; at families vdtfcincomes well 

above the cutvent VA rpeaeslest levels;, some of th^e-fa^litiesmay 
offer relatively c^^pmenities. Ac^rdingly, what vrould bebie rationale 
and circunjstances .wananting payment in full? .. . 

Answer: As noted in the text of the question, VA action plans regarding 
legislative authority to provide "assisted living" services are in the 'earliest stages 
of analysis. The provision of such care would nottikely be viewed as a new 
healthcare benefit but as a measured, clinically appropriate, cost-effective 
response to patient needs that, in the past, may have resulted in the clinically 
unwarranted utilization of hospital or nursing home care services. 

It is anticipated that veterans most Kkely to seek and to benefit from assisted 
living arrangergents would be those with impairments in individual ability to 
perform activities of daily living that effeetively inhibit their ability to provide 
adequately forthemseh^ in an independent living situation. A review of 
flteraiure regarding the concept of assisted Nving appears to suggest that 
decisions regarding entry into private sector assisted living arrangements are 
based upon ease ^ access, personal choice and ability to pay, as well as clinical 
need. 

VA has recently undertaken a studied analysis of potential payment or co- 
payment options that might be employed In the provision of assisted-living 
services. Veteran eligibility, financial status, clinical need and personal choice 
must all be addressed in the development of payment or co-payment models. 

It is believed that assisted living services could be provided through a number of 
service delivery models that might involve direct care by VA as well as partnering 
and/or contracting with private sector providers. VA fully supports the creative 
use of its Enhanckl Use Lease Atdhority in the structuring of public/private 
partnerships intended to improve veteran access to high quality assisted living 
services. 

6. Or. Kizer, your chief consultant for geriatrics and extended care. Dr. Salerno, 
in responding to adquestion for the record following a November 23, 1 998 
hearing, stated that "the ohaHenge in caring for older veterans (as well as for all 
older Americans) is to change the culture of healttt care to emphasize long terni 
strategies that improve or maintain a person’s functional capacity." Do you agree 
with that assessment? What oversight mechanisrns would measure the extent to 
which such cultural change is taking place in VA? 

Answer Dr. Salerno's assessment is completely consistent with my own. We 
must monitor and measure our progress in meeting the challenge a^ly described 
by Dr. Salerno through the development and system-wide application of uniquely 
designed clinical outcome measures, program performance indicators and 
stakeholder satisfaction assessment mechanisms. 

7. The advisory committee on long-term care stated in its report (p. 16) that 
“VA’s nursing home programs need restructuring.. .[Serious consideration of the 
size and nsdure of the programs, especially VANH, is indicated.. .[Any changes in 
program structure should be carefully managed.", 

(a) What is your understandir^ of what the advisory committee.meant-in , 
concluding that “VA’s nursing home programs need restruetudhg’? 

(b) What are yotr^iews regarding the conclusion as well as the advisory 
committee’s guidance that "serious consideration" should be given to the 
size and nature of the VA nursing home program? 
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Answer: Based on the Federal Advisory Committee’s discussioiis on this issue, 
it is clear that they were concerned that planning for narshg home care was too 
program-specific and was not firmly linked to the need'for care. The Committee 
envisioned the VA, community and state nursing home programs as connected 
to one anothir as well as to other long-terrn care sennces. , The. Committee 
wanted to see more evidence of joint efforts in strategic planning and budget 
formulation. 

The Committee attempted to balance a number of factors affecting the delivery of 
nursing home care services. First, the Comrhittee rec^nized that VA Nursing 
Homes (VANHs), as hospital-based facilities, are uniquely pdsftion^ to provide 
post-acute, rehabilitation and specialized care. Second; the Committee 
recognized that VANHs have a solid reputation for providing high quality care. 
Third, the Committee recognized that VANHs serve selected groups of patients 
who are extremely difficult to place in commuffily nursing homes. Fourth, the 
Committee also realized that in certain p^s of the country, VANH costs cannot 
be explained by higher levels of patient care needs, by higher levels of nursing 
staffing, or by other factors. VHA has concluded that VANHs must exploit their 
strengths as a hospital-based system, while providing continuing care to those 
patients who cannot be placed elsewhere or who havfe become long-temn 
residents. Further, VHA has concluded that certain VANHs in the system have 
specialized missions and populations that are not readily available in the private 
sector. 

8. Under current law, VA's aduH day health care authority is limited to being 
provided as a fOllowHip to a period of hospitalization, (a) What ^ the 
programmatic implications of this limitation? (b) Would lifting this limitation offer 
veterans an option that would help defer or avoid institutionalization? 

Answer: VA has provided-Adult Day Heaffh Care (ADHC) iiwder Community 
Nursing Home (CNH> aotifortty. which allows for ^e difedt pl^^ent of rion- 
service-connected v^erans withbut phor hospiialiZafion. Thiti change to CNH 
authority was established in P. L 105-114. From 1991 until the passage of P. L 
1 04-262, VA utilized the outpatient autiiority for ADHC. Expanded access to 
ADHC is unrelated to the exceptionally modest growth the program experienced 
through most of the 1 990s. VA believes that the determination of wheUier or not 
a veteran should receive adult day health care should rely on a careful 
assessment of the veteran's individual needs, regardless of whether or not they 
have been hospitalized Adult day health care is an important component of a 
comprehensive home and community-bEised care strategy emd, when used 
appropriately, can help defer or avoid institutionalization. 

9. Under current law. VA's adult day health care authority is also limited in 
duration toapertodof six months, (a) What are the programmatic implications of 
this limitation? (b) What would be the likely effect(s) of lifting this limitation? 

Answer: The six-month limitation on most patient placements in non-VA ADHC 
facilities is required by law. In the contrsurt nursing home care progr^, veterans 
with non-service-connected conditions, who need services beyond six months 
can often be transferred to StSe Medical Assistance (Medicaid) Programs. That 
option does not exist in most states for patients receiving ADHC, since ADHC is 
not a federally mandated service under Medicaid. From a clinical/programmatic 
perspective, the limitatibn hinders VHA in using its resources most effectively to 
meet the long-term care needs Of veterans with chronic illnesses. 

Between 1991 and October 1996, when the six-montii limit did not apply to the 
VA ADHC program, VHA experienced no unusual program growth or increased 
demand for ADHC services. Some veterans will need less thai six months of 
adult day health care, and others will need more. The practical effect of lifting the 
six-montt) limit would be to offer greater continuity of care to certain ADHC sub- 
populations, notedily veterans with dementia. 
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Follow-up Questions 
Concerning the April 22, 1999, Hearing 

for 

The Department of Veterans Affairs 


from 

The Honorable Lane Evans 
Ranking Democratic Member 
Committee on Veterans’ Affairs 
U. S. House of Representatives 


Note: Or. Kenneth W. Kizer, former Under Secretary for Health, is no longer 
with the Department. These answers represent the views of the Department 
of Veterans Affairs. 


1. Dr. Kizer, does the $106 mllliofi r^uest to come from management 
efficiencies VHA rtfad# for expanding home and community in FY 2000 
adequately address the "urgent need" for this care you describe In your 
statement? Does it put VHA on target to meet the Advisory Committee’s 
recommendation of tripling the portion of the budget Invested in these programs 
In the near future? If VA continues to invest at the same rate as the FY 2000 
request, will you be able to ensure these services comprise 7.5% of the VHA 
budget In five years? 

Answer: The $106 million increase in home- and community-based care 
(H&CBC) for FY 2000 signals the Administration’s commitment to expanding 
these services. "Same rats" increases in H&CBC alone would not reach the 
Committee’s recommendation of 7.5% of VHA’s budget invested in non- 
Institutionai long-term care. 

2. In your opinion, is 6 months of care sufficient to provide patients who have 
conditions, such as.Alzheimer’s or other dementias, which will deteriorate over 
time? It you had more adequate resources what types of Long-Term Care 
services would you provide to veterans with these conditions? 

Answer: Chronic, progressive disorders, such as Alzheimer's disease and other 
dementias, require a wide range of inpatient and outpatient health care services 
over a period of years. There may be considerable Individual variation in what 
services are needed or preferred, at what time, and iri what setting. Six months 
Is not likely to be adequate for persons vwth Alzheimer’s Dementia. In general, a 
comprehensive system would provide an integrated continuum of care 
throughout the course of the disorder, addressing both patient and caregiver 
needs over time; in hpme, community, and institutional settings and integrating 
VA-provided services with those provided under public and private Insurance 
plans. Services would Infclude early recognition and diagrjosis, treatment of the 
target condition and co-occurrIng disorders from early to late stages, and 
planning and implementation of end of life care, as well as condition-specific 
education and training for professional and non-professional staff and families. 

As with other disorders, there would be multiple ways to provide these services, 
both directly in VA settings arid indirectly through contracts or sharing 
agreements with community providers. Although VA provides many components 
of such a copiprehensive system of care for veterans with Alzheimer's, disease or 
other chronic bohditlons, additional resources would facilitate the development 
and integration pf these components in evpty Veterans Integrated Service 
Network (VISN), in the VA system. 

Time limitations on long-term care services are historically based, originating in 
the Community Nursing Home Program, as authorized in P.L 88-450. The 
limitations address budget concerns, rather than patient need. They establish an 



127 


assumption that other payors wilt continue to finance the needed care. This 
assumption may not be correct in ali cases. 

3. What types of LTC are considered paif of VA's basic bendRf package, wNch 
any enroli^ veteran should reasonably er^ect to receive.^ needed? 

Answen Home Health Care (HHC) services, including skilled care and 
homemaker/home health aide services and hospice care are included in the 
basic benefits package. VHA does not intend to preclude a veteran’s choice of 
using other eligibilities, e.g. Medicare Home Care, to meet their care needs. 

4. Does the VERA aliocation model reimburse nursing home patients at the 
“special care" rate? How much nursing home care would this reimbursement 
cover in one year? 

Answer A patient classified as a nursing home patient is included in the 
Complex Care Group (previously called “Special Care”) if he or she stays in the 
nursing home for more than 30 days. In FY 1999, the amount VERA allocates to 
networks for each Complex Care patient is $36,955. VERA does not limit the 
amount of nursing home care funded within a year. VERA Is a capitation-based, 
prospective payment system rather than a reimbursement system; therefore, 
networks ,and facilities have the flexibility to treat Complex Care patients in the 
most appropriate manner and to balance the risk of Complex Care patients who 
will need more resources with those who need fewer resources. 

In P/ 1998, there were 32,753 Nursing Home patients (including care both within 
the VA as well as under contract) with total dOsts of $1 .5 billion, this averages to 
approximately $4j5,000 per patient, the number of nursihg home pa|ients treated 
in FY 1998 inerted by 5.8 percent from thetY 1997 level. This demonstrates 
that VERiA prOr^ldes.thenetworks and f^itfes the flexibility to suppott'the 
relatively hi^e^costs Of the nursing honie care patients, because thpy have . 
other populatioris of Complex Care patients that are felafively less costly. 

5. Are you mvare of how many facilities have, changed the missions of their 
nursing home beds? How many still offer lifetime placement for new admissions? 
For patients that have resided in VA facilities for 1 ,000 days or more? 

Answen We do not maintain this cf^ nationally. Most of our nursing homes 
that have changed their mission ha^e set a target dafe for implementing the 
change. Those patients in the nursihg home over the 1 ,000 days, but prior to the 
target date, generally reman in the nursing home unless it is clear that the 
nursing home cannot proyi^ the care, they require. New admissions after that 
date are'iliformed that their ifay Will be lirnited and plarining for continuing care is 
begun eeilly in the stay. The patient and family/significant others are included in 
setting long- and short-term ^Is and discharge goals fairly soon after 
admission. 

6. Does HQ monitor, in any way, how often VA refers its patients to Medicare or 
Medicaid or where in the system this is most likely to occur? 

Answer VHA has no rehible informettion at present on M»licare/Medicaid 
referrals for long-term care. Information will be captured on home health 
refenals, b.^inning in FY 2000. 

7. In what sltuertions Will VA provide or reimburse home care services? What is 
the typical duration M VA's provision or reimbursement of this care? 

Answer VA provides ditect home healhi. care services throu£^ its Home Based 
Primary Care (HBPC) prograin. ,Thisis a comprehensive, inteidisciplinary 
heatthfeene t^un approach to home ceue services. HBPC targets 9)e chronically 
ill wiW multiple medical problems and physiced impairments. There are also a 
growing number cf patients who need short-term, post-acute home care. HBPC 
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patients must live in the designated service area, generally within 90 miles of the 
VA facility. The average length of ^ay in the HBPC Program is'5 months. VA . 
also provides home health care through contracts and under the "fee" authority. 
These patients tend to be short-term and post-acute. The average length of stay 
is 2 months. VA'purchases homemaker/home health aide serviced for the 
physically impair^, often in conjunction wth the prof^sional senfices, outlined 
above. Currently, length of stay information is not available for this program. 

8. How does VA select the vendors to win contracts for providing non- 
institutional LTC to veterans? 

Answer: Contracts for home health care are relatively new for VA. Contracts 
were authorized in P.L. 104-262. A recent survey indicated that less than a 
dozen VA Facilities had competitively bid contracts for standard HHC services. 
The vast majority of care is purchased through a fee arrangement. VA is 
developing a national template, with standards and criteria, for bidding and 
awarding contracts. Contract Adult Day Health Care (CADHC) services are 
purchased via sole source contracts, using the Ccmmunity Nursing Home 
authority. 

9. Dr. Kizer, Congressman Evans recently received a report based on findings 
from a survey of your Chiefs of Staff. Ten percent of the respondents to the 
survey indicated they had no hospice program, including a consultative team. Do 
you differ with this finding, and, if so, on what basis? 

Answer: I am not familiar with the survey and have no basis to either differ or 
agree with it. The Veterans Hospice Care Study indicated that 98% of VA 
medical centers reported having active hospice programs in FY 1 996. From the 
1 998 Geriatrics and Long Term Care Survey, 1 03 VA medical centers reported 
that they provide inpatient hospice care, 80 VA medical centers repotted that 
they have a hospice consultation team, and 1 15 VA medical centers reported 
that they use community-based hospice services for veterans. All of the 
available data on hospice care In VA at this time is obtained through surveys or 
self-reporting by VA medical centers. The difficulty in obtaining accurate data is 
complicated by the diversity among hospice and palliative care programs across 
the system. Hospice is traditionally a prograrn thaf is limited tb patidnts who 
have a clear prognosis Of six nionths or less (primarily cahcgr patients.) While 
hospice is important, it dops not rtieet the needs of many dying veterans. VA is 
taking a more comprehensive approach to improving care al the end of life, 
believing that hospice is just one program in an array of services that should be 
available to tejminally ill veterans. 

10 . The Evans report found. wide disparities among facirit!es,,even those within 
networks, in the referral to, rise of, and payment for contract long-term care for 
veterans. You indicate that VHA understands there are problems in uniformity of 
access to various Lfc programs. Will your new proposal offer recourse? 


Answer: VHA is aware of access problems in the Community Nursinp Home, 
and CADHC f’rograms and is committed to enunciating new, policy thaf will,ease 
these concerns within current budget constraints. The goal is to make placement 
decisions based on patient care needs, not fiscal needs. We expect to establish 
these policies this summer. 


11. Ini 984, "Caring for the Older Veteran" identified a GAO report critical of 
VA’s oversight of state homes. This winter. iS yeai^ later, the,j^ice of Health 
Inspections has issued’^ report th^t is critippl .of y^!S oversigtft of Jtate homes. I 
would like to learn hovv VHA ensdi&'thdt its Contract arid srate hffme programs 
are in^e^e*^,, how ofteri they are due f 
ascerralrildr§j!/riri'd t^^elhspecfidrii^ ai 
inspections tp'ljgach of its long^erW prc 

monitors these^prbcesses. Can you provide me with Ms inforrriatibn? 



HQ 
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Answer: In longterm care, VA reviews the quality of care and the quaNty of life 
in two programs: Community Nursing Homes (CNH) and State Veterans homes. 

In the CNH Program, VA uses the State Survey Agency (SSA) bispections. VA 
monitors the care of veterans in CNHs with monthly visits by a VA nurse or social 
worker. VA staff reviews the reasons for re-hospitalization of veteran patients to 
detennine if poor care was involved. VA assesses the quality of nursing facilities 
by reviewing SSA reports. Recently, VA has added to 16 quality review the 
detailed CNH information from HCFA’s On-line Survey, Certification and Report 
(OSCAR). VA is committed to its oversight approach as a purchaser of care. 

The State Home Program is a grant-in-aid program to States for providing 
authorized long-term care to eligible veterans and non-veterans (defined as 
spouses of veterans or parente of all whose children died while serving in the 
armed forces of the United States). The law requires the Secretary to establish 
standards related to each grant pr^ram. No per diem payment may be made to 
any home unless the home is determined to meet the VA-determined standards. 
The VA has sole oversight responsibility for the State Home Program. The 
Chiefs of the State Home Per Diem Program and the State Home Constmction 
Program monitor the grant process and are located in the Geriaffics tmd 
Extended Care Strategic Hettfth Cara Group in VA Headquarters. VA surveyors 
(from VA medical centers of jurisdictions), by regulation, are required to review 
and audit all records of the silate home facility thet have a bearing on compliance 
with any of the VA grant-in-€fid requirements. The directors of the VA medical 
centers of jurisdiction are required, at least annually, to make judgments, based 
on VA surveys and other relevant inform^ion ralat^ to fire standards, about 
compliance with VA standards and recommend fite cbntinuafion or withholding of 
per diem grant paymente. Training for VA survey teams is available. 

The former Under Secretary for Health pointed out in the recent Inspector 
General Report #9HI-A06-014, dated January 25, 1999, that inconsistencies of 
annijal insp^ons over the-past three years have had a negative impact on the 
quality of care kr some of the State Veterans Homes. VHA will make every effort 
to reverse the perception that VA Medical Centers no longer have direct 
responsibility to oversee the quality of care in the State Veterans Homes. 
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Chairman Stearns to Richard Jelineh 


Questions for the Record for Managed Care Solutions, Inc 
Mr Richard Jelinek; Senior Vice President 
Hearing on VA Long Te^m Care 


1. Mr. Jelinek, your testimony suggests that providing case management services could reduce 

VA costs. What is your current per patient charge under your Medicaid contract in 
Arizona? ^ 

Managed Care Solutions (MCS) manages a well organized, coordinated and focused case 
management system which provides a more comprehensive, cost effective and inte^ted 
continuum of health care delivery to the fniil elderly and chronically ill. To appreciate how costs 
can be reduced for our veterans, while enhancing quality and satisfaction, it is important to 
understand the methodology of our case management system. We believe most organizations 
utilize case management practices without addressing die fragmentation present and fail to 
incorporate all levels and types of care. This fragmentation can result in inappropriate placement 
settings for clieitts, lack of follow-up for cimical ^sues, and treatment delays. At MCS we have 
developed oUr case management program into $ comprehensive and complete care coordinaMon 
strategy we call CareOne Service. Through this we are able to provide the frail, elderly and 
chronically ill populations an integrated pro^am that focuses on managing an individual’s care 
before intensive secvtces or assistaiice is heeded, rather than after an acute episode of treatment 
occurs. CareOne Service embodies follr medical, social, andL behavioral medicine.' CareOne 
Service Care Coordinators, who are registered nurses or social workers, work with individual 
clients, fdmily members and foeir physician to ensure comprehensive services can be maintained 
thirw^ the most cost effective approach. 

The care manager completes thorough assessments with the client and family present, and then a 
comprehensive individual care plan is created to meet the unique medical and social needs of the 
person. Clients with minimal functional, or cq^itive impairments may be eligible for assisted 
living arrangements, in-home attendant care, or on-call nurse assistance. Care managers utilize the 
results of the assessment, individual and fomily ability and desires, and cost effectiveness criteria 
in making placement decisions. Periodic re-assessments are conducted in order to maintain the 
most appropriate placement setting. 

By expanding the benefits available to climts to include various home and community-based 
services, MCS has found that overall spending can be decreased, while the quality of care and 
quality of life is maintained or even increased. MCS’ goal is to stabilize a client’s condition 
throu^ a combination of less resource-in^sive services delivered on an on-going basis. The 
scope of service utilized in the CareOne Service model includes institutional placement (when 
appropriate), adult home care, adult foster care, alternative residential sites, 
personal/attendant/respite and hospice care, and environmental modifications. 

To illustrate the savings potential, we are providing a cost data example from our Arizona LTC 
health plan. Our health plan has operated in seven Arizona Counties since 1989 and is the largest 
private contractor in the Arizona Health Cost Containment System’s Long Term Care 
System (ALTCS). ALTCS is the only state program that has required all LTC Medicaid members 
to enroll in managed care progrsns for all long term care, behavioral health, home and 
community-based services (HCBS) and acute care services. The foundation of MCS’ success lies 
in its care management approach. 

For a non-ventilator dependent individual in a nursing focility— the most restrictive setting— annual 
costs can range from $36,000 to $40,000. The least restrictive setting, at home with or without 
assisted living and residential care, costs can range from $6,000 to $13,200 per year. 

CASE STUDY 

Ryan is a 49-year-old quadriplegic male, who is ventilator dependent as a result of a gunshot 
wound to the cervical spine The average monthly cost for a Nursing Facility placement, 
including foerapies, durable medical equipment and acute care services is $21,276. The average 
monthly cost for Home-Community Based Services, including respite, durable medical equipment 
and acute care services is $7,467, yielding avmge monthly savings of $13,809. If Ryan were 
already in a nursing facility, there would be a one-time cost to relocate him to a home. The 
average cost for a home modification is $7,500 and transportation home is around $1,270 for a 
total one time cost of $8,770. 

2. You recommend in your testimouy that VA undertake several long-term care demonstration 
programs in order to test the impact of care coordination on the VA’s ability to deliver long- 
term care services to more veterans. If you were awarded a VA contract to provide services 
under one or more of such demonstrations, would you be willing to bear any of the cost of 
their evaluation (since MCS could derive beneHt from that evaluation, too)? 

We are willing to participate in research activities and initiatives that will measure outcomes and 
results of our integrated, coordinated approach. Part of our model produces data for comparative 
analysis purposes, dierefore, MCS is willing to create reports and provide data to the Veterans 
Administration and other interested parties. 
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ilfanJ0#rfCsfw SoArtfOMb Inc- 

7«M North t6th Strott • Suite 150 • Phoenix. AZ 85020 • 002.331.5100 > 402 331.Sim (Pax) 


May24.1Cgg 


Sandra McClellan 
Room 333 

Cannon House Offioe Building 
Washington, DC 20S1S 


Dear Ms. McClellan: 

Enclosed are Iheguesfions and answers Ibr Mr. Richard Jelinek as requested by Rep. Lane Evans 
regarding the HealBi Subcommittee's hearing on VA Long Temt Care on.Apnl 22, 1999. If you have 
any questions, please do not hiesitate to contact me at 602-331 -5100; 

Sincerely, 




Arlene Davidson 

Director, Corporate Development & Strategic Planning 



Follow-Up Questions for Mr. Richard Jelinek 
Senior Vice J^sident 
Managed Care Solutions, Inc. 

7600 North 16*^ Street, Suite 1 50 
Phoenix, Arizona S5020 

At one time nursing home admission eriteria suggested admission was indicated if patients 
have 3 or more activity of daily requirements or significant cognitive impairment (this was 
at least true if Medicaid was paying). Has this changed? 

Under what circumstances would your organization place an individual in an institutional 
setting as opposed to providing care in the community or home? 

No, nursing home admission criteria has not changed in terms of Medicaid payment. The decision 
to place an individual into a rmrsing home or arrange for home-based services, however, depends 
on a variety of circumstances. At Managed Care Solutions (MCS), all individuals undergo a 
thorough assessment with the client and ^ily present. After this assessment, a service plan is 
created which guides the care manager, the clioit and fomily into the most appropriate and least 
restrictive placement setting based on their clinical and social needs. An individual would be 
placed in a nursing home if: 

• significant cognitive or physical impairment were present with no ability to'care for 
oneself in the home setting (that is, Acre is also a lack of adequate family suppoft); 

• the individual needs assistance and care greater than eight hours per day, seven days 
per week; 

• the impairment is of a long-twin naoire; 

• state contract mandates institutionalization if it is more cost effective and the 
individual and family are in a^ement, or 

• it is the individual and family’s desire. 

Can you tell the Committee in yottS< expert opinion how you now difTerenriate between 
patients who would benefit from placement in enriched bousing or assisted living and those 
that would benefit from skilled nursing home placement? What are the factors case 
managers consider in making these placement decisions? 

At MCS, we assess clients utilizing a diverse set of criteria in order to make appropriate placement 
decisions. This process involves the individual as well as their femily in a thorough assessment of 
their ability to function independently or in need of assistance. The diverse set of criteria include: 

• functional status 

• Activities of Daily Living (ADLs) 

• whether or not they are in need of 24-hour care, seven days per week 

• whether or not they are able for'theroselves 

• any issues of abuse, neglect or safety 

• cognitive ability 

• family ability to assist 

• any misuse of (he client’s perscmal funds, and 

• cost effectiveness. 

In addition, the Minimum Data Set (MDS) is used along with our own developed and state 
approved assessment criteria. The care manager completes thorough assessments with the client 
and family present, and then a comprehensive service plan is created to meet the unique needs of 
the individual. The individual'and family indioite agreement with the recommended plan of care 
with their signatures. The assessment and service plan, in cooperation with the individual and 
family, outline the most appropriate setting. Clients with minimal functional or cognitive 
impairments may be eligible for assisted living arrangements, in-home attendant care, or on-call 
nurse assistance. In some cases, there is no cognitive impairment, but an individual with 
significant physical inability may receive more cost effective care in a nursing home. Some states, 
such as Arizona, require cost effectiveness analysis and mandate institutionalization, if warranted 
by the assessment. So, care managers utilize the results of the assessment, individual and family 
ability and desires, and cost effectiveness criteria in making placement decisions. Periodic re- 
assessments are conducted in order te maintain the most appropriate placement setting. 

What are the beoents a case management system can provide for the frail elderly? 

A well organized, coordinated and focused case management system can provide a more 
comprehensive, cost effective, and integrated continuum of health care services to the frail elderly. 
We believe most organizations utilize case management practices without addressing the 
fragmentation present and fail to incorporate all levels and types of care. At Managed Care 
Solutions, therefore, we have developed our case management program into a comprehensive and 
complete care coordination strategy we call CareOne Service. Through this we are able to 
provide the frail elderly and chronically ill populations an integrated prop^ th^ focuses on 
managing an individual’s care before intensive services or assistance is needed, rather ftian after 
an acute episode of freatment occurs. CareOne Service embodies frill medical, social, and 
behavioral medicine. CareOne Service Care Coordinators, who are registered nurses or social 
workers, work with individual clients, frnniiy members and their physician to ensure 
comprehensive services can be maintained ftirough the most cost effective approach. CareOne 
Service Care Coordinators; 

• Serve as the client advocate 

• Conduct comprehensive initial and ongoing assessments 
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Managed Care Solutions, Inc. 
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• React immediately to changes in client conditions 

• Provide cost comparisons of placement alternatives 

• Foimulate comprehensive treatment {rians 

• Coordinate all placement and service needs 

• Continuously monitor the quality and level of care delivered 

• Perform appropriate discha^e planning 

• Identify preventive health cue goals and measures 
« Provide educational and supportive services 

• Establi^ soong relationsh^ widt funily munben and providers. 

By expanding the benefits available to clients to include various home and community-based 
suvices, MCS has found tfiat overall spending can be decreased, while the quality of care and 
quality of life is maintained or even increased. MCS' goat is to stabilize a client's condition 
dvou^ a combination of less resource-intensive suvices delivered on an on-going basis. The 
scope of services utilized in the CareChie Service model includes: institutional placement (when 
appropriate), adult home care, aduh foster care, alternative residential sites, 
personal/attendant/respite and hospice care, and environmental modifications. 

In summary, the benefits a care management program can offer the f^l dderly are: 

• An mtegrated ^proach to long-term care across the Rill continuum of services 

• More cost effective treatment plans 

• Increased client and family satisfaction. 
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RESPONSES TO QUESTIONS SUBMITTED TO BIRCH & DAVIS 
BY CONGRESSMAN LANE EVANS, RANKING DEMOCRAT 
HOUSE OF REPRESENTATIVES, COMMITTEE ON VETERANS AFFAIRS 

1. How would VA accommodate capacity in private sector community homes in its model 

given that many of these homes are “unavailable” to VA in terms of cost or conditions 
they are willing to treat? 

The perception that many private sector commumty nursing homes are “unavailable” to the VA in 
terms of the conditions they are willing to treat may not be a “given” for a large number of veterans. 
In our report, Birch & Davis discusses a number of issues that appear to support this contention. 
First, we found a high degree of similarity in the most frequently reported medical conditions for 
residents in State Veterans Homes (SVHs) and in the most frequent admitting diagnoses for 
Medicaid and Medicare residents in community nursing homes (CNHs). For example, four of the 
five most frequent diagnoses or conditions found in SVH residents are also the most frequent 
admitting diagnoses found in Medicaid and Medicare residents in CNHs (i.e., diabetes, dementia or 
orgaiuc psychotic coriditions, hypertension, and cerebrovascular disease). The similarity in medical 
conditions found among SVH tesidenty and the Medicaid/Medicare population tfr CNHs suggest that 
many veterans, although perhaps not all of them, can he accommodated in private sector 'Vilifies. 

Second, our report notes that, on any given day, there were an estimated 257,600 unoccupied beds 
nationallyinprivatesectorCNHsin 1997. TItis is ten times the total number of existing beds in the 
entire SVH system. Adrmttedly, the types of unoccupied beds may not always be appropriate for 
veterans who need cate. For nursing home care, however, the number of such instances may be 
relatively small, partly because there were at least 1 12,600 special care beds in the nation’s nursing 
homes in 1997. About two-thirds of these special care beds were dedicated to residents with 
Alzheimer’s disease and another 18 percent for residents needing special rehabilitation care. 

Third, the quality of care in some community nursing homes may not compare favorably with the 
quality of care in SVHs. In instances where this is the case, community homes would not be 
substitutable for State homes, regardless of the number of unoccupied beds. However, all else being 
equal, veterans could be admitted to such homes after the deficiencies were remedied. Unannounced 
insp^tions could then be made by either the VA or the State to ensure that the quality of care 
continues to meet VA standards. The VA currently ensures that State homes as well as contract 
nursing homes meet VA standards by conducting periodic inspections of these facilities. 

Finally, although only 28 percent of residents in CNHs in 1997 were male compared with 
approximately 91 percent in SVHs, it is more than likely that many of the male residents in CNHs 
ate in fact veterans. 

For the reasons discussed above we feel that capacity in community nursing homes can be 
incorporated into a methodology for prioritizing SVH construction grant requests. This is not to say 
that dl veterans can be accommodated in CNHs but many, if not most, can be. Difficult cases may 
require special arrangements (perhaps at VA hospitals), contracts would need to ensure that these 
homes meet VA standards, and capacity would vary by state, however, the relatively small number 
of veterans that could not be accommodated in community nursing homes should not drive the 
methodology. 

The Birch & Davis report did not examine the costs associated with caring for veterans in private 
sector commumty nursing homes and the extent to which this factor may make these homes 
Tinavailable to the VA. One argument that is frequently cited in the debate on costs of caring for 
veterans in SVHs versus community or contract nursing homes is that the per diem cost to the VA 
for veterans in SVHs (i.e., $40 per day) is sigmficantly lower than that for veterans in contract 
nursing homes. This argument, however, does not fector in the costs to the VA for providing 
construction grants. 

The fact that co^unity nursing homes can and doprovide the specialized and/or rehabilitation care 
frequently required by veterans, coupled with the similarity in medical conditions among both SVH 
and CNH resident populations suggest that, if rates are adequate, community homes would be 
appropriate for veterans and that the capacity of these homes may be an appropriate consideration 
in prioritizing SVH construction grant requests. 
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2. Does B&D recommend a way to divide grants into separate funds available for 

renovations and bed-producing projects? 

B&D did not recommend a specific method for dividing available resources into separate funds 
available for renovations and bed-producing projects; however, we did discuss a number ofpossible 
methods for accomplishing this objective. These included: 

■ Amending existing le^slation and/or VA regulations governing the program to 
designate a certain percent of the total grant dollars available for both bed-producing 
and renovation projects. This percent can be expressed as a flat percentage of the 
total funds available or can be presented as a minimum or maximum amount of the 
total. 

‘ These percentages may be derived from the dollar value of past grant requests (not 
grant awards). The percentage for renovation projects could be calculated by 
dividing the estimated cost of all grant requests for renovation projects by the total 
combined estimated cost of alt grant requests for bed-producing and renovation 
projects submitted during a defined time period (e.g., the last 1,3,5, or 10 years). 
The time period could have a material effect on the resultant split, depending on the 
annual variability in the types of requests submitted. The remaining portion would 
be for bed-producing projects. Because the current method favors ted-producing 
projects over renovation projects, past percentages for renovation projects might be 
artificially depressed initially. As States learn about the new approach, however, 
requests for renovation grants might increase faster than requests for bed-producing 
grants, resulting in a higher percentage of grant requests for renovation projects. 

* The percentage for renovation projects could equal the higher of the percentage 
established by Congress or the percentage derived from past grant requests. The 
remainder would be used to fund bed-producing projects. This approach would mean 
that at least a minimum percentage of the budget appropriation for the SVH 
Construction Grant Program would be available for renovation projects. At least 
initially, the minimum percentage could be set above the percentage derived from 
past experience, if the latter is deemed too low. A limit also could be imposed on the 
maximum percentage that could be used to fund renovation projects. 

* Percentages could also be derived from the number of grant requests on the priority 
list for one or more years. The percentage for renovation projects would be obt^ed 
by dividing the number of grant requests for renovation projects by the total number 
of requests; the percentage for bed-producing projects would be the difference 
between 100 percent and the percent for renovation projects. This “numbers” 
approach would weight all grant requests equally, whereas the “dollar” calculation 
would weight grant requests by cost. 

* Percentages could be based on national expenditure averages for new nursing home 
construction and nursing home renovations. One possible source for this information 
are statistics published from the Annual Capital Expenditures Survey which is 
conducted as part of the U.S. Census. Another possibility are statistics maintained 
by F. W. Dodge; they are available annually for a fee, presently $ 1 ,500. Concerned 
patties may question whedier national experience for the private sector reflects or 
should reflect the experience of State homes. In addition, there are no comparable 
data for domiciliary homes. 

If the appropriation were split into two funds, action would be needed in the unlikely event that the 
combined dollar value of the grants requested for beds or renovations were less than the 
corresponding fund. On a preset date, any residual in one fund could be transferred automatically 
to the other fund. 

The preceding methods predicate the use of different priority methods for bed-producing and 
renovation projects on the existence of two construction grant funds. This assumption is not 
absolutely necessary. Different priority methods could be used for bed-producing and renovation 
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projects under the current one-fund approach. If different priority methods were used with one fund, 
however, a method would be needed to determine the order in which bed-producing and renovation 
projects are funded. Would, for example, first priority go to the first renovation project or to the first 
bed-producing project? Similarly, which project would be funded second? e^th? 

Priorities could be sequenced in a checkerboard fashion. Funded first, would be the top-rated bed- 
producing or renovation project. Funded second , would be the top-rated project that was not funded 
first. Funded third would be the second-rated bed-producing or renovation project, and so on until 
the VA’s appropriation is exhausted. 

Alternatively, multiple projects on one priority list could be funded before any project on the other 
priority list were funded. For example, the first four projects on the renovation list could be funded 
before the top project on the bed-producing list if each renovation proj ect met the criteria before the 
top bed-producing project met the criteria. 

The projects on two priority lists could be funded based on cost, preapplication or application date, 
a quality of care measure, the number of months since the State last received a grant award or 
conditional approval, or other bases. Higher priority could go to the project with the lower cost, 
more timely grant request, higher quality of care, or longer time period without a grant award or 
conditional approval. 
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May 27, 1999 


The Honorable Lane Evans 
Ranking Democratic Member 
House Committee on Veterans’ Affairs 
Room 333 Cannon House Office Building 
Washington, DC 20S1S 

Dear Congressman Evans: 

The American Health Care Association is pleased to provide information and answer your 
questions in response to the Health Subcommittee hearing on the future of long-term care 
for veterans. 

Questions 

1. You cite 81% and 86% occupancy as too low. Birch and Davis suggest diat the 
average state home is at 89% capacity. What is the ^piupriate occupancy rate for a 
nursing home? 

• Occupancy rate measures the djsmand for nurung fecility services. The appropriate 
occi^Muicy rate.for a nur sing home should be as close to 100% diat means suf^ly is 
meeti^ demand. The occupancy rate considered low by industry standards is currently 
85%. The Birch and Davis report states an averse occupancy rate of 87% in FY 1997 
and 89% in FY 1998 fiscal year for State Veteran Nursing Homes. This shows die 
State Veteran Nursing Homes are operating just above what the industry considers low 
occiq)ancy. According to the VA’s contract^ study on Alternatives for Redesigning 
VA ’s Strategy for State Veteran Home Ctg?it(d Investment Decisions^ there are 18 states 
where State Homes’ occupai^ rates have averaged 85% or tower. These include 
Alabama, California, Colorado, Illinois, Indiana, Kansas, Louisiana, Maine, 
Massachusetts, Mississippi, Mi^uri, Montana, Nebraska, New Mexico, C^o, 
Peiuisylvania, South Caroltna, and Washington. The effect of this low occupancy is 
diat 3,600 beds go empty in these State Homes. 

• The national occupancy in community nursing homes is 86% for 1997. This 
shows nursing homes around the country are not operating with a high occupancy rate 
on aveit^e. Thus, the demand for nwmg home beds is not high and in some areas of 
the country, there is an oversi^ipty of beds. States have token action to combat this 
oversupply. Approximately 35 states cuirently have laws that prohibit construction of 
nursing home beds without state ai^roval. 

• The Stote Veteran Nursing Home funding methodology gives the highest priority for 
qiproval of projects to build new nursing home beds to a state that has fiilly funded the 
stote share of construction costs— it is not based on the need for new beds in the 
cOmmmity. Under the methodology, unmet need is defined by a stote not having a 
percentage of the mmumum bed capacity that the VA would fund wliich is 4 beds per 
1000 veterans. This is regardless of the demographics of the veteran population in that 
stote or locsdity or the number of empty beds in community nursing homes or existing 
Stote Veteran Nursuig Homes. 

RccommcndatiOTi: 

The American Health Care Assoctation (AHCA) recommends the VA require states 
to have a demonstrated need for nursing home b^s prior to tibe VA issuing ^nts for 
construction of new Statd Veteran Nursing Homes. Currently the VA has no 
statutoiy power to require such an analysis to demonstrate need for new beds. 
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2. VA has often stated it would be more willing to place veterans in community nursing 
homes if these nursing homes were more willing to treat patients with more complex 
conditions. Will you respond to community nursing homes’ capability and willingness 
to take on more of these complex patients? 

• Currently, community nursing homes serve veterans all over the country. Nursing 
home providers also serve veterans when other VA long-term care programs are 
unable. For example, an Idaho community nursing home was asked to accept and tr^t 
a veteran who is ventilator dependent, a medically complex bondition. The community 
nursing home is the only provider in Idaho who has the capability to provide ventilator 
treatment and willingly accepted this veteran int& the nursing home. The VA funded 
Birch and Davis study compared the most h^uently reported medical conditions 'for 
residents in State Veteran Nursing Homes with residents in community nursing homes. 
The comparison shows that four of die five 'most fiequent 'diagnoses are similar for' 
both populations. These diagnoses include diabetes, dementia (or organic psychotic 
conditions), cerebroVascular disease, and hypertension. Thus, community nursinjg 
homes are treating people for the same conditions as State Veteran Nursing Homes. 

• Nursing homes have increasingly accepted and treated patients with higher acuity over 
the last 1 5 years. This is due to the growdi of assisted living and faster discharges of 
patients from hospitals. This trend is refened to as ‘'quicker and sicker.” In fact, as of 
1 997, data collected from Health Care Financing Administration (HCFA) shows that 
residents of nursing homes need assistance with 3.67 of the 5 activities of daily living 
(ADLs). The 5 ADLs arc bathing, transferring, dressing, eating and toilet use. This 
means the average nursing home resident nee^ help with more than 3 of these 
activities. A full 63 percent of the nation’s nursing &cility population are disoriented or 
memory impaired. Approximately 42% of nursing home patients have some type of 
dementia and require special care for this mental status. Patients with documented 
psychiatric diagnosis account for over 10% of the nursing home residents we treat. In 
response to patients being sicker when they enter nursing homes, nursing facilities have 
changed to meet the needs of the patients. Of the 1 12,555 total special care beds in the 
country, the following shows the complex patients that nursing home providers treat: 


Type of Bed 

# of Beds 

Percent of 
Total 

Alzheimer’s disease 

74,625 

66.3 

Special Rehabilitation 

19,926 

17,7 

Ventilator beds 

6,084 

5.4 

hospice beds; 

3,731 

3.3 

AIDS beds 

2,695f 

2.4 

other special care beds 

5,494 

4.9 

Total 

1 12,555 

100% 


Recommendation: 

• Community nursing homes contioue to proudly serve veterans in their 
communities while keeping them close to their support system of family and 
friends. AHCA member nursing home companies partner with the VA through 
Community Contracting which provides quality long-term care to over 6,000 
veterans in their communities, an investment of S325 million by the VA. The VA 
is planning to increase veterans* access to nursing home beds in the community by 
broadening their Contracting to include regional providers. AHCA supports 
efforts to increase the Community Contracts thus providing more opportunities 
for veterans to access long term care near their families. 


3. Have you had the opportunity to review Birch and Davis’ testimony^ Will you share 
your thoughts about the methodology revisions they suggest with the committee? 
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AHCA coi^ends th^ V4 for undertaking a study ^,Ae methodplo^ Aat imoritizes 
funding for St^ Veteran fjomes,. agree witl^ the VA that the metliodplogy 

leasses^ent change. First, we wit! explain om.tbou^ts.on ^ahortcomhigs of the 
current metfiodology and then give our recommendations. 

The Birch and, Davia study found 1 6 prcbl^ris with flte curr^ priority method. We 
agree with the fi ndin gs of the study and we would like to highlight a few of these 
problems: 

• Alternative Sources of Care Not Considered- The veteran population's unmet need 
for beds in State Homes is currently determined independently of bed availability in 
other facilities, (p. HI - 1 1) 

• Bed Capacity H Measofnd, Not Veteran Need - Unmet need is defined in terms of a 

maximum bed capacity or bed supply that the VA will help finance. Despite using the 
term ^Wnet need^’.it is based on need for beds. Veterans are presumed to need 

these beds in ^te Homes and the need is assumed to be uniform across the states 
regardless of a small or large veteran population or the availability of 2 u>proprime 
services fiom other providers. There is no onpirical justification for the current bed 
need standard and t^ capacity standard of 4 nursing home beds per 1 ,000 veterans is 
arbitrary, (p. III-9-10) 

• Current Estimates Ate Used, Not Projections- Umnet bed need is based on estimates 
of the number of veterans who reside in a state at die time the application is filed. Yet 
the numb^ of veterans in a state nray change dramatically during a nursing home’s 
useful lifis* Large population decreases could result in beds and State Homes that are 
needed today beii^ largely unoccupied for much of tomorrow, (p. Ill- 1 0) 

• State Not Market Area for Determining Unmet Bed Need - Unmet bed need is 
measured for a state as a whole rather than for the catchment or market area where a 
nursing home will be located, (p. 111-13) 

• All Veterans Are Counted, Not Older Veterans - Unmet bed need is currently 
measured in terms of the total veteran population rather than the subset of veterans 
most likely to need nur sing home care. Yet, aged veterans are more likely to need such 
care than are youi^er veterans, (p. UI-10) 

• Life safety projects - The current method does not differentiate among types of life 
safety projects that quality for special preference. An argument can be made that 
projects to remedy life safety problems that pose an immediate danger to veterans 
should have a hi^er priority than other types of life safety projects, (p. IU-14) 

Recommendations: 

AHCA supports the recommendations in tfae Birch and Davis study tiiat bed 
availability in VA faciEtics, community nursing homes, and existing State Veteran 
Homes should be considered when assigning priorities to grant requests. We believe 
the current methodology should be modified to include a review of occupancy rates in 
community nursing homes. The VA should require states to demonstrate a need for 
beds prior to the VA issuing ^unts for construction of new State Veteran Nursing 
Homes. Currently fiie VA has no statutory power to require such a review. The 
State Veteran Nursing Home fiinding methc^ology gives ttie hipest priority to 
projects not based on need for beds in die community, but ^e^r toe requesting 
stote has fnlty ftinded toe project The current methodology measures need as a 
percentage of toe maximum number of beds the VA would ftiud, regardless toe 
availabifity of beds in VA fiiciUties, community nursing homes or eristing State 
Homes. Hie maximum number of beds the VA will fund is 44>eds per 1000 veterans, 
r^rdless of toe dem<^raphies of toe veteran population in toe stote. 
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The Honorable Lane Evans 
May 27, 1999 
Page 4 

We support the following recommendations in the Birch and Davis study: 

• Unmet bed need could be based on the p'r^Mted humber’of veterans likely to seek 
care from Staie' Veteran Homes rather thah the total number of veterans residing 
the state at the time a grant r^quett is submitted, (p. xiii) 

• Bed availability in VA facilities, community nursing homes, and existing State 

Veteran Hom^ could be considered when assigning priorities to grant requests, 
(p.xiii) " 

• The definition of a life safety project could be clarified in regulation to nppfy only 
to deficiencies that pose an immediate or imminent threat to the lives or safety 'of'a 
homers residents and should be assigned a higher priority, (p. IV-10) 

• The current priority method could be amended to consider the prevalence of 
unoccupied beds in eating State Veteran Homes when prioritiM are assigned to 
new grant reqiiests. Likewise, unoccupied beds in community and VA nursing 
homes could also be considered when assigning priorities. Indeed, to portray held 
availability accurately, unoccupied-beds in 'alt settings would have to be 
considered v^en assigning prioriti^.' (p. TV-11) 

We appreciate the opportunity to express our position and recommendations regarding the 
Birch and Davis study to change the methodology for funding the construction of State 
Veteran Nursing Homes. We look forward to working with you and the committee to put 
these changes into action. 

/ 

Sincerely, 

^ruce y&wood 
Legislative Counsel \ 

Cc Susan Edgerton J 

Democratic Stan Director, Subcommittee 
On Health, House Veterans Af^irs Committee 
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